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Chronic Disabling Respiratory Disease 


Ends and Means of Study 


C. M. FLETCHER, C.B.E., M.D., F.R.C.P., London 


IN A LECTURE to a convocation held in celebration 


of recent medical progress at the University of. 


Pennsylvania in October 1930, my father, who was 
then Secretary of the Medical Research Council of 
Great Britain, compared the meaning of the word 
“medicine” in its narrow therapeutic sense with its 
true meaning. “The very word medicine,” he said, 
“has for all of us at first sound, and certainly for 
all laymen, a disagreeably narrow meaning. We 
think of the drug or mixture prescribed by the doc- 
tor in an illness. . . . Medicine in its proper sense 
has a far wider and nobler application. It includes 
all the sciences and all the high arts that the prac- 
tising physician or surgeon brings to serve his fel- 
low man in disease or accident. But the true realm 
of medicine has already extended, and is still ex- 
tending, far beyond this; more and more, as our 
knowledge grows, it is coming to have its denomi- 
nation in almost every activity and interest of hu- 
man life. For one thing, it has become more ad- 
dressed to the arts that are preventive rather than 
curative.” 

How far today, it may be asked, has this address 
towards preventive thought been maintained in our 
medical schools? The immense increase of diag- 
nostic and therapeutic power that has been given to 
the clinician in the past thirty years has been so 
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e In the program of research into the natural 
history of coalworkers’ pneumoconiosis now be- 
ing carried out in Great Britain, emphasis is 
being put upon the importance of sharpening 
and validating means for early diagnosis, and 
upon the need for follow-up studies upon prop- 
erly selected population samples. Existing infor- 
mation from morbidity and mortality figures 
from chronic bronchitis and emphysema in Great 
Britain suggests that atmosphere pollutants are 
important etiological factors. A parallel is drawn 
between the course of events in pneumoconiosis, 
in which dust retention in the lungs does not 
greatly disable until complicated by tuberculous 
infection, and a hypothesis that bronchitis is a 
hypersecretion of bronchial mucus caused by 
atmospheric irritants and does not disable but 
encourages secondary infection which may cause 
emphysema. This hypothesis requires testing by 
follow-up studies of population samples exposed 
to various environmental influences. It is sug- 
gested that in order to bring this common and 
disabling disease under control, clinicians must 
widen their interests beyond the confines of the 
hospital walls. 


great that we have tended to forget our responsibili- 
ties for prevention of disease. We are now faced 
with the modern epidemic of coronary artery dis- 
ease and lung cancer among middle-aged men? and 
the other so-called degenerative diseases of the eld- 
erly which are so unrewarding to treat. These are 
diseases over which control cannot be gained merely 
by the study of disordered physiology—what the 





late Sir James Spence* called “medical phenome- 
nology”—nor by attempts to correct the disorder 
by drugs or by surgical operation. We must realise 
that we have to look out into the community be- 
yond the hospital walls and study the origins of 
these diseases. 


I propose to speak here of two related fields of 
medical enquiry with which I have been concerned 
and which have led me to think about these things. 
The first is the well-tilled field of pneumoconiosis 
of coalworkers. I believe that some of the ideas 
gathered from this field, and some of the means used 
for their gathering, may be relevant to work in the 
other field, that of chronic bronchitis and pulmo- 
nary emphysema, in which serious work is only just 
beginning. 

The breathlessness of elderly miners, or miners’ 


asthma, has been known of antiquity and the black . 


spit of coalminers and their black lungs at autopsy 
were described over 100 years ago.* But it was not 
until the advent of chest radiography that interest 
was rekindled in Great Britain, when abnormalities 
resembling those of silicosis were noted to be wide- 
spread among coalminers, especially those working 
in anthracite mines.®:* Between 1930 and 1940 ex- 
tensive radiographic, clinical and environmental 
surveys of coalminers were carried out in many 
countries, the most thorough and informative being 
those of the United States Public Health Serv- 
ice in Pennsylvania and Utah’* and of the Medi- 


cal Research Council of Great Britain in South 
Wales.?:10.11 


ye general conclusions from these 
surveys, and which were widely accepted 12 years 
ago, were that coalminers, especially those work- 
ing in anthracite mines, were liable to pulmo- 
nary fibrosis which was at first of minor degree 
causing only slight disability, but which, with 
further exposure to dust, increased steadily and con- 
tinuously in severity with the production of massive 
consolidated fibrosis and severe disability. Only the 
American and British surveys included studies of 
the dust content of the miners’ environment. In both 
it was shown that the anthracite mines were the 
dustier, so that a simple quantitative explanation 
of the greater incidence in them compared with 
bituminous mines might have been acceptable; but 
it became widely accepted that anthracite dust had 
some special toxicity. As to the nature of this toxic- 
ity a wide difference of opinion emerged between 
investigators in America and on the continent of 
Europe on the one hand and British investigators on 
the other. The American and Continental view was 
that the disease was a form of silicosis due to silica 
dust inhaled along with the coal, and it was called 
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anthracosilicosis. The British view was, and still is, 
that the coal itself causes the disease. This view was 
based partly on the great pathologic contrast be- 
tween the silicotic nodule and the coal “macule”!*1* 
but also on the discovery that men working in the 
holds of ships loading with coal—coal trimmers— 
developed the same disease as coal miners'*!® al- 
though the silica content of the pure coal dust they 
inhaled, and the dust found in their fibrotic lungs 
at autopsy was very small.11 Hence in Great Britain 
the purely descriptive term coalworkers’ pneumo- 
coniosis came into use. 

The place of tuberculosis in the disease remained 
uncertain. The general view was that tuberculosis 
was not infrequently associated with massive fi- 
brosis, but that it played no essential causative role.® 
Gough’? was the chief protagonist of the view that 
it was causative. He pointed out the contrast be- 
tween the disseminated reticulin response of the 
lung to coal dust and the localised, collagenous and 
necrotising process of massive fibrosis, which he pos- 
tulated was due to a modified form of tuberculosis. 

The British survey had shown widespread dis- 
ease in South Wales; and publication of the report 
upon it was followed by a change in the Govern- 
ment’s compensation scheme to allow compensation 
for coalworkers’ pneumoconiosis. The consequences 
in South Wales were alarming. The pre-war annual 
trickle of persons applying for and receiving com- 
pensation was turned into a flood. Within a few 
years thousands of disabled miners, suspended from 
their accustomed work, were looking in vain for 
alternative employment.'1® The economic conse- 
quences to the individual and to the industry were 
enormous.'* Measures to suppress the dust in the 
mines began to be introduced, but could not be 
expected to affect the prevalence of the disease im- 
mediately. The minister responsible for the mines 
appointed a committee to advise upon treatment and 
rehabilitation. The committee was unable to recom- 
mend any effective measures, and advised the set- 
ting up of “A Centre for Clinical Study and Re- 
search.”1® Thus it came about that in 1945 the 
Medical Research Council invited me to organise 
a Research Unit in South Wales in order to study 
the problem of coalworkers’ pneumoconiosis. 

The terms of reference I was given by the Medical 
Research Council were not restricted to “clinical 
study and research” but were entirely undefined. 
The economic importance of pneumoconiosis was 
such that it was possible to build up and equip quite 
a large group of investigators, both medical and 
nonmedical. The credit for the research that was 
done is not mine, but belongs to my colleagues who 
did the work. Most of this work has been published 
and I can only attempt to summarise some aspects 
of it in brief outline. My purpose is not to instruct 
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you in the details of a specialised subject but rather 
to attempt to illustrate some of the principles which 
I believe may be of general relevance to the study 
of disease and its prevention. 

The first task we attempted was to find out what 
had happened to men who had left the mines on re- 
ceipt of compensation. It was generally believed, on 
the basis of previous surveys, that progression from 
the earlier to the later stages of the disease was 
caused by continued exposure to dust, so that pro- 
gression might be arrested by removal to less dusty 
work. For the purposes of the compensation scheme 
it had been assumed quite arbitrarily that the dan- 
ger point arose when a radiological picture called 
“reticulation” had developed. At this stage men be- 
came eligible for compensation, after which they 
were suspended from further mining. To test this 
assumption we re-examined men who had been ex- 
amined roentgenographically upon certification in 
past years. None of these men had subsequently 
worked in the mines. We also re-examined men who 
had had x-ray examination in the previous survey 
in South Wales, most of whom had continued to 
work in the mines. 


Our conclusions from this follow-up survey were 
quite different from those previously based on sur- 
veys carried out at a single point in time; for we 
found that the early and later stages of the disease 
behaved quite differently.1® Persons with no more 
than the radiological appearance then known as 
reticulation showed an intensification of this ap- 
pearance only if they continued to work under dusty 
conditions. In a small proportion of these cases 
massive fibrosis developed, and this proportion was 
the same in those exposed and not exposed to dust. 
In persons who already had coalescent or massive 
shadows in the first x-ray examination, progression 
was the rule, at first by enlargement and later by 
contraction of the fibrous masses with distortion of 
the lungs, and development of bullous emphysema. 
But the frequency and rate of such progression ap- 
peared to be uninfluenced by dust exposure. In fact, 
dust exposure appeared only to influence the de- 
velopment of the earlier disseminated shadows, 
which we called simple pneumoconiosis, and which 
appeared to be due simply to dust inhalation. The 
onset and progression of the massive fibrosis was 
apparently due to something else; although pre- 
existing simple pneumoconiosis was necessary for 
its appearance. 

Recently Cochrane,”°?! working with larger and 
better balanced populations, has shown that the at- 
tack and progression rates of massive fibrosis are 
significantly affected by age and that the rate of 
progression is probably faster in men who stay in 
mining than in those who leave. Fortunately, these 
later refinements do not affect the main conclusions 
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from our first investigation; namely, that the disease 
is not a single entity but comprises two separate 
interdependent processes, one attributable solely to 
dust exposure, the other to some other additional 
factor. This conclusion was in agreement with the 
pathological observations of Gough,!? to which I 
have already referred. There was other supporting 
evidence in favour of this “two-disease hypothesis,” 
but its main foundations were the existence of two 
distinct types of pathologic changes as observed 
postmortem, and of two separate modes of progres- 
sion during life. All our subsequent work was based 
upon this early conclusion and no contrary evidence 
has emerged. 


Some incidental products of this first 
survey proved important to later work. First, we 
developed a system of radiological classification 
which recognised and separated the two forms of 
the disease, and, within each division, separated 
categories of increasing severity related to the na- 
tural development of the disease as we had ob- 
served it.2? In simple pneumoconiosis, improved 
radiological technique enabled us to define our first 
category at a much lower level than previously, thus 
providing a more sensitive index for epidemiologi- 
cal studies. We were able to demonstrate its validity 
by showing that we did not diagnose it in films of 
nonminers. The validity of the classification of sim- 
ple pneumoconiosis was established by showing a 
quantitative relationship between the categories and 
the severity of dust exposure.?* This scheme formed 
the basis of an international system of classification 
sponsored by the International Labour Organisa- 
tion, which is now gaining wide acceptance.** 


Early in this work we attempted to relate our 
radiological diagnoses to those of the official medi- 
cal boards, and in so doing we hit upon the problem 
of observer variation in diagnosis. This was at the 
time that American workers, led by your presi- 
dent* and Professor Yerushalmy, had come up 
against the same problem in relation to pulmonary 
tuberculosis.?°:**?7 Our problem was extremely seri- 
ous. In one series of 100 films, read by ten doctors, 
the numbers considered to show sufficient abnor- 
mality for official “certification” varied from nine 
in the opinion of one doctor to 63 in the opinion of 
another. One third of the films were read as normal 
by at least one observer but as “certifiable” by at 
least one other.?* We tackled this problem by me- 
ticulous verbal definitions of the categories, and by 
having standard films exemplifying their limits.?® 
We also developed a policy of duplicate readings of 
all films. Subsequently our most experienced ob- 
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servers attained over 90 per cent consistence in re- 
peat readings,®° but disagreements between observ- 
ers are still considerable.** The difficulty of pro- 
ducing films of standard technical quality is one 
which still has to be solved although advances have 
been made by standardization of technique.*!:*? 

Another important product of our follow-up 
studies, and the quantitative classification, was the 
observation that massive fibrosis always occurred 
on a background of Category 2 or 3 simple pneu- 
moconiosis but never on Category 1. This led to the 
suggestion that this more serious form of the disease 
might be prevented by removing men from severe 
dust exposure at a much earlier stage than the offi- 
cial reticulation.** After this stage there was less 
point in so doing since removal could have little 
effect on the chances of developing massive fibrosis. 

Essential as the radiograph is for diagnosis, the 
shadows in an x-ray film are of little importance in 
themselves; what matters is the dyspnoea and the 
shortening of life caused by the disease. It was es- 
sential to discover the quantitative relationship be- 
tween the radiological picture and its clinical con- 
sequences if the radiographic diagnosis was to have 
clinical significance. The literature upon this sub- 
ject was remarkably confused. This was partly 
owing to the variety of radiological classifications 
that had been used; but chiefly because of inatten- 
tion to the bias introduced by using only the men 
applying for compensation or referred to hospitals 
for treatment. This bias obscures the true relation- 
ship between radiological stage and disability. For 
instance, an exactly opposite trend of disability in 
relation to category of simple pneumoconiosis has 
been found in working miners as against miners ap- 
plying for compensation.** Another source of dis- 
tortion is the effect of age in diminishing respira- 
tory function. A valid comparison between different 
radiological groups can only be made upon subjects 
of the same age. 

Neither of the two populations in whom we had 
studied the natural history of the disease were suit- 
able for disability studies. One consisted of a sample 
of certified men with a bias towards disability; the 
other predominantly of working miners among 
whom the later stages of the disease were poorly 
represented. We had as yet no complete community 
from which we could draw an ideal sample. We 
therefore took our sample from an artificial popu- 
lation compounded as best we could arrange from a 
mixture of these two populations, together with 
some extra subjects diagnosed during mass-radiog- 
raphy surveys and a group of miners with normal 
x-ray films working at a mine with a low incidence 
of disease. We decided to study three ages and five 
radiological groups and we also took groups of non- 
mining men of the appropriate ages. This plan en- 
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abled us to investigate independently the effect of 
age and of radiological status. All these subjects 
were submitted to clinical study and a battery of 
physiological tests. 

In a 250-page book*® my colleagues, Dr. Gilson 
and Dr. Hugh-Jones, reported on this extensive in- 
vestigation. With new physiological techniques they 
obtained indices of various functions, and made ele- 
gant demonstration of interrelationships. In pneu- 
moconiosis, the maximum breathing capacity cor- 
relates closely with exertional dyspnoea, which is the 
chief cause of disability. Chart 1 shows the average 
relationship, including age and radiological status. 
In every stage and in normal men, too, aging is 
accompanied by a steep decline in ventilatory ca- 
pacity. Simple pneumoconiosis produces a small 
impairment of this capacity, but in complicated 
pneumoconiosis it is depressed to levels at which 
disability is severe. The graph shows mean values. 
There is actually a very wide scatter. This, together 
with aging, conceals the relationship between radio- 
graphic status and disability from those who see 
only the occasional patients, of various ages, that 
come seeking medical advice. 

All the groups of miners show reduction of ven- 
tilatory capacity, below normal. As far as we could 
tell from the limited numbers studied, this holds 
whether simple pneumoconiosis is visible by x-ray 
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Maximum voluntary ventilation (litres per minute) 


45 
Age group 
Chart 1.—Relationship between age, radiological cate- 
gory and mean maximum breathing capacity in groups of 


miners with and without pneumoconiosis and of non- 
mining controls, (From Gilson and Hugh-Jones.25) N= 
Normal nonminers, NM=Miners with normal x-rays, 
1/2—=Miners with category 1 or 2 simple pneumoconiosis, 
3—=Miners with category 3 simple pneumoconiosis, B= 
Miners with category B complicated pneumoconiosis, D= 
Miners with category D complicated pneumoconiosis. 
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or not. Dr. Gilson has since confirmed this on 
complete mining communities sampled by Dr. 
Cochrane.** In fact, leaving out the ones with mas- 
sive fibrosis, the most pronounced impairment of 
ventilation occurs in the miners with normal tho- 
racic roentgenograms rather than in those with 
simple pneumoconiosis. Symptoms suggestive of 
chronic bronchitis are also more prevalent among 
these miners with normal x-ray films than among 
miners with simple pneumoconiosis or among non- 
miners.®® This is an observation of importance in 
relation to compensation and to the aetiology of 
bronchitis and emphysema. Mortality studies in 
complete mining communities have shown no evi- 
dence of greater mortality among persons with sim- 
ple pneumoconiosis than in the general male popu- 
lation of England and Wales, but for persons with 
massive fibrosis the mortality rate is somewhat in- 
creased.*? 

The picture of the disease as it then appeared was 
that inhalation of coal dust produces disseminated 
deposits of dust throughout the lungs, which cause 
the radiological appearance of simple pneumoconi- 
osis and this increases in intensity as more and 
more dust is inhaled, but it causes little disability or 
shortening of life except insofar as it predisposes, 
when a certain threshold of severity has been 
reached, to the onset of massive fibrosis which may 
be seriously disabling and may shorten life. 


Prevention of pneumoconiosis is essentially a’ 


question of dust prevention and is thus a matter of 
engineering; but the engineer depends upon medical 
evidence to tell him what levels of dust concentra- 
tion may be considered safe. We found that we 
could not obtain accurate information from preva- 
lence surveys; for the disease observed today must 
be related to past concentrations of dust and these 
cannot be estimated with any confidence.**® Pros- 
pective surveys with contemporaneous measure- 
ments of dust and disease are required. The Na- 
tional Coal Board is now undertaking extensive 
surveys of this kind in 24 mines throughout the 
country,*®:*° using the radiological classification and 
techniques for assessing the average dust exposure 
of groups of workers which were developed in our 
unit.41;42 We may be cautiously optimistic about the 
future. Great advances have been made by Coal 
Board engineers in dust suppression, and even if 
simple pneumoconiosis cannot be entirely prevented, 
its onset may be delayed into later life, when the 
attack rate of disabling massive fibrosis is re- 
duced.?°*3 Moreover, periodic x-ray examination of 
all miners, which is to be introduced into all British 
coal mines in 1958, will detect men who in whom 
simple pneumoconiosis is developing at an early age 
so that the engineers’ attention may be drawn to 
the places in which they have worked and so 
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that they may be removed to less dusty work be- 
fore they reach the “critical stage” (to which I have 
referred) at which they become liable to progres- 
sive massive fibrosis. 

Lastly there is the question of tuberculosis and 
massive fibrosis.*t By means of a unique controlled 
epidemiological experiment*® Dr. Cochrane and his 
team have reduced tuberculosis infectivity in one 
mining valley following a 90 per cent survey of 
the population. They have found a subsequent re- 
duction in the attack rate of progressive massive 
fibrosis compared with a control community, al- 
though the difference is not yet quite significant.”° 
Future surveys may bring the matter to a clear con- 
clusion. Meanwhile the hypothesis that massive fi- 
brosis is tuberculous in origin has been strength- 
ened by the production by King and his colleagues 
of a similar pathological lesion in guinea-pigs into 
whose lungs coal dust has been injected together 
with tubercle bacilli of reduced virulence.***" | 
think it is fair to say that by vigorous tuberculosis 
control in mining communities, together with peri- 
odic examinations, we have the means at hand to 
prevent the development of disabling pneumoconi- 
osis even if the engineers fail to achieve complete 
control of dust concentrations. 

I now want to attempt to peer into the mist of 
ignorance that surrounds what is probably the most 
widespread cause of respiratory disability today, at 
least in Great Britain—chronic pulmonary emphy- 
sema. And I want to consider whether the means 
that I have been describing may not be applied to 
the end of discerning how to prevent this disease, 
which I believe is largely preventable, and whose 
natural history, in respect of the relation between 
inhalation of atmospheric impurities and infection, 
may be not dissimilar to pneumoconiosis. 

Before embarking on a discussion of this disease 
I ought to define it, but this is difficult for it has a 
variety of pathological forms,***® there are no 
specific symptoms or physical signs®® and there is 
no agreement as to aetiology. Although a character- 
istic syndrome of disordered pulmonary function 
has been described in advanced cases,*! this syn- 
drome has not yet been shown to be associated with 
a uniform natural history or uniform pathologic 
features. But I must attempt a definition, even 
though it is in wide terms, so that you may know the 
kind of syndrome about which I am speaking. I am 
referring to what is commonly called chronic gen- 
eralised obstructive emphysema, in which there is 
widespread, irreversible bronchiolar and alveolar 
dilatation. It seldom occurs before the age of 40 and 
is much more frequent in men than women. It is 
associated clinically with asthmatic symptoms and 
bouts of bronchopulmonary infection. The chief 
functional disturbances are an increase of functional 





residual capacity, reduced maximum breathing ca- 
pacity with expiratory trapping of air,®?:5* increased 
static but decreased dynamic compliance,** and un- 
even distribution of inspired gas and of ventilation 
perfusion ratios.®*°* It ultimately leads to respira- 
tory failure’? and often to death in cor pulmonale. 

It is remarkable how little difference there is be- 
tween our modern aetiologic concepts of emphysema 
and those advanced over 120 years ago by Laennec 
in his original account of the disease.5* He wrote: 
“Pulmonary emphysema supervenes almost always 
to an extensive and severe dry catarrh, In the dry 
catarrh the smaller bronchial tubes are frequently 
completely obstructed. . . . It must frequently hap- 
pen that the air which, during inspiration, had to 
overcome this resistance opposed to its entrance by 
the tumid state of the bronchial membrane and the 
sputa, is unable to force the same obstacle during 
expiration and remains therefore imprisoned in the 
cells by a mechanism similar to that of the valve of 
an air gun.” 


While modern physiological studies®?** have 
given greater mechanical precision to this concept 
of expiratory obstruction and have emphasised the 
role of persistent coughing,®® they have hardly 
changed the essentials. There is, however, some dif- 
ference of opinion on the question of whether bron- 
chitis is, as Laennec postulated, the usual cause of 
emphysema or whether emphysema is an idiopathic 
disorder, often complicated by bronchitis. We, in 
Britain, believe that emphysema is, with rare ex- 
ceptions, secondary to bronchitis, while here in 
America there seems to be general support for the 
idiopathic hypothesis, with bronchitis considered as 
a frequent complication.® *® Indeed, in the ab- 
sence of emphysema or other chronic disease bron- 
chitis is considered to be relatively unimportant. 
Thus, in the textbook recently published by Dr. Hin- 
shaw and your president® we read: “Bronchitis is 
a benign condition and except in small children is 
rarely a threat to life and not a common cause of 
prolonged disability. It is believed that those who 
are disabled and those who die from what has been 
called bronchitis are the victims of asthma, emphy- 
sema, congestive heart failure, bronchiectasis, tuber- 
culosis, pneumonia and other diseases in which bron- 
chitis is but a minor component.” There are others, 
however, who take a more serious view of bronchi- 
tis.°* This contrast between British and American 
interest is reflected in our medical journals. For 
example, during the past five years 27 original arti- 
cles and nine leading articles have been published on 
chronic bronchitis in the Lancet and the British 
Medical Journal, whereas during the same period the 
Journal of the American Medical Association has 
indexed only one article on this subject. This may be 
because the disease is less prevalent and less serious 
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Chart 2.—Death rates from principal causes in men and 
women aged 55 to 64 in the United States and in England 
and Wales, 1951. 


in America, but it may reflect a lack of interest in 
a common disease. 

In England chronic bronchitis figures promi- 
nently in our mortality statistics and nearly 10 per 
cent of all deaths of men over the age of 45 are at- 
tributed to it. In the United States of America the 
position is very different. The death rate attributed 
to bronchitis is only one-fiftieth of the English rate 
(Chart 2). There is no other important cause of 
death for which the rates for the two countries are 
so divergent, but it is notable that the American 
death rate for “degenerative heart disease” is al- 
most twice the British rate: It may be that persons 
who die of emphysema in cor pulmonale are classi- 
fied under “heart disease” in the United States but 
under “bronchitis” in Great Britain. We cannot dis- 
cover from statistics of the frequency of cor pul- 
monale in series of autopsies or clinical cases 
whether heart failure of this type is more common 
in Great Britain than in America, for such figures 
are so biased by the interests of pathologists or 
clinicians and by the methods of classification 
adopted in different places. In White’s® review of 
such series the frequency of cor pulmonale in Amer- 
ican reports of heart disease ranged from 0.4 per 
cent in San Francisco® to 6 per cent in Chicago* 
and Cleveland.** But White commented that “cor 
pulmonale has been considerably neglected and is 
probably more common than most statistical studies 
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TABLE 1.—Comparison Between Coal Miners, Urban and Rural Males Aged 55 to 64 in the United States and Great Britain 


Author 


Pemberton?! (1956) 


Population 


Coalworkers 
Town (Lynn) 
Rural (Ayer) 


Coalworkers 
Town (Leigh) 
Higgins’? (1957) Rural (Wales) 


+1 second timed vital capacity less than 65 per cent vital capacity. 


Higgins et al.36 (1956) 


+0.75 second timed vital capacity less than 50 per cent vital capacity. 


at present indicate.” In Great Britain, Wood® es- 
timated that about 5 per cent of cases of heart 
failure are of pulmonary origin, but Flint” reported 
40 per cent from the City Hospital in Sheffield. Per- 
haps we do see more of this advanced disease in our 
smoky cities than you see here; but we cannot be 
sure from figures derived from hospitals. Recently, 
surveys of the prevalence of symptoms suggesting 
bronchitis and emphysema have been carried out 
among coalworkers and among urban and rural 
populations in America by Pemberton™ and in 
Great Britain by the Pneumoconiosis Research 
Unit.55.72 The only figures available for comparison 
by age groups (an essential standardisation) are for 
the timed vital capacity (TVvc) as a percentage of vital 
capacity (used by Pemberton as an index of emphy- 
sema) and for the prevalence of cough and sputum, 


which may indicate bronchitis (since other causes © 


of chronic cough and sputum are rare in the general 
population). This comparison is made in Table 1. 
It will be seen that when allowance is made for dif- 
ferences in technique of the Tvc estimates and for 
differences in assessing “chronic cough and sputum” 
the prevalences are remarkably similar in com- 
parable populations on the two sides of the At- 
lantic. I am inclined to conclude from this im- 
perfect evidence that chronic bronchitis and emphy- 
sema may be more prevalent in America than your 
low mortality figures suggest. 

Since we have such a high level of mortality in 
Great Britain we can inspect our figures to see 
whether they give any indications of possible aetio- 
logical factors. Since bronchitis, in the absence of 
emphysema, is rarely a fatal condition, these deaths 
may be assumed to be due chiefly to the conse- 
quences of emphysema. The main contrasts which 
emerge from our mortality figures’**” are the fol- 
lowing: 

1. The Sex Ratio. At all ages there is a decided 
male predominance of mortality, which in the ages 
45 to 64 is about 4:1. Clinical experience certainly 
confirms the greater frequency of the disease in 
men than in women. It also suggests that smoking, 
particularly cigarette smoking, may be largely re- 
sponsible for it. Several prevalence surveys in Great 
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Per Cent with Low TVC 
As Related to VC 


Per Cent with Chronic 
Cough and Sputum 


287 38 
147 14 
197 14 


13t 32 
10t 18 
10¢ 25 


Britain have now given support to this hypothe- 
sis.76-81 Indeed, one of these surveys®® has suggested 
that the sex difference in prevalence may be almost 
entirely accounted for by differences in smoking 
habits. 


2. Social Class. The Registrar General classifies 
our population into social classes, on a purely occu- 
pational basis, the wives being included in the same 
class as their husbands. Bronchitis mortality in So- 
cial Class V, composed of unskilled labourers, is 
four and a half times as great as that in Social Class 
I, the professional and managerial classes. This does 
not appear to be an occupational effect, since the 
gradient of social class is the same for females as 
for males. There must be something in the general 
environment of unskilled labourers and their wives 
that causes this great excess of mortality. It may be 
this concentration of this disease in the poorer sec- 
tions of the community that has led to its neglect in 
the past. The social gradient implies environmental 
causes which may be preventable. 


3. Urban-Rural Differences. Comparisons be- 
tween mortality in urban and rural areas suggest 
that at least one factor in this environment may be 
the smoky air which those who live in the indus- 
trialised parts of our cities are exposed to. Mortality 
rates for chronic bronchitis rises steeply as we pass 
from purely rural areas through towns of increasing 
size to our great industrial conurbations. This 
gradient has also been shown between the more and 
less polluted boroughs of the vast conurbation of 
London.®? Further important evidence upon the ef- 
fects of atmospheric pollution as an aetiological fac- 
tor in bronchitis has been provided by analyses 
carried out by Reid** of sickness absence rates 
among postmen, all of whom do similar work in dif- 
ferent parts of the country, exposed on their rounds 
to the atmosphere of the areas in which they live 
and work. When these areas are divided into groups 
according to an index of pollution based on fog 
frequency, there is a steady rise of sickness absence 
rates due to bronchitis, especially in the older 
workers, passing from the less to the more polluted 
areas of the country. 





4. Occupation. It has always been believed that 
occupational exposure to special pollutants, particu- 
larly dust, has been a cause of bronchitis, but in 
spite of some assertions to the contrary®™ it is diffi- 
cult to find supportive evidence for this contention 
from our Registrar General’s mortality figures. 
There are many occupations associated with an in- 
creased mortality from bronchitis, but in all of 
these occupations it is found that the men’s wives 
have the same relatively increased mortality as their 
husbands."**-"5 This suggests a general social effect 
rather than an occupational effect for the increased 
mortality. 


I have already commented on the observation that 
the average ventilatory capacity of coal miners, 
whether or not they have radiological evidence of 
pneumoconiosis, is lower than that of nonminers; 
and that bronchitic symptoms are also more preva- 
lent in miners than in nonminers, both in Great 
Britain and in the United States. These differences 
have been attributed to the miner’s exposure to dust 
at his work, but only a slight relationship was found 
in these surveys between the duration and severity 
of exposure to dust and the prevalence or severity 
of the bronchitis or ventilatory impairment.** This 
does not necessarily mean that dust is playing no 
part, but that other features of the miner’s work or 
environment may be as important. 


ius trends of mortality and morbidity 
rates suggest chronic bronchitis arises as a result 
of atmospheric irritants, of which tobacco smoke 
and smog appear to be incriminated. Reid® recently 
drew attention to the hypertrophy of mucus-secret- 
ing cells in the bronchi of patients who have bron- 
chitis. We may postulate that this may be the ear- 
liest departure from normality in the course of 
bronchitis and may be responsible for the chronic 
cough and expectoration of the smoker and the town 
dweller. From the histories we obtain from our pa- 
tients it appears that at first the phlegm is peren- 
nially mucoid. Later, recurrent bouts of infection, 
chiefly caused by Hemophilus influenzae and also 
Streptococcus pneumoniae produce purulent spu- 
tum. Perhaps disturbed mucous secretion in some 
way impairs the defences of the lower respiratory 
tract against bacterial infection. This infection in- 
creases the obstruction to air flow; extending pe- 
ripherally, it may also result in destruction and 
fibrosis of the lung parenchyma itself. Thus progres- 
sive bronchiolar and alveolar distention and dam- 
age, characteristic of emphysema, may occur. 

We have here a hypothesis, as yet tested neither 
by confirmatory observation nor experiment, which 
has some parallel to our conclusions about coal- 
workers’ pneumoconiosis. I am suggesting that at- 


mospheric irritants produce a bronchitis which is 
not itself disabling, but which encourages secondary 
infection and this leads to emphysema with increas- 
ing disability. In coal pneumoconiosis the dust de- 
position in the lung, itself relatively harmless, per- 
mits disabling massive fibrosis to develop as the 
result of tuberculous infection. The course of events 
in bronchitis and emphysema is almost certainly 
more complex. The bronchitis itself has multiple 
aetiologic factors, and variation in the ultimate path- 
ological picture of emphysema suggests that there 
is more than one course by which this complication 
may occur. Clinical observation certainly suggests 
that there are quite distinct varieties of emphysema. 
We see the rapid downhill course of some of the 
younger patients with emphysema, in their late 
forties or early fifties, in contrast to the impercep- 
tibly slow decline in other, and often older, persons. 
Some patients attribute the onset of dyspnoea to an 
illness described as pneumonia or acute bronchitis, 
whereas in other patients the onset is quite insid- 
ious. Clearly there are differences, but we cannot 
elucidate them by this sort of clinical observation, 
for by the time the patients consult us the origins of 
their disease are lost in the dim recesses of the 
past. We may, however, gain useful insight by phys- 
iological documentation of these varieties of cases 
followed by correlation between these findings and 
the varieties of pathologic changes observed at au- 
topsy. : 

In the light of my experience with the problem of 
pneumoconiosis I would suggest that our chief need 
is to study the natural history of the disease to see 
whether the hypothesis is correct—and if not, to 
modify it, and to see the way in which it varies 
under different environmental conditions. We need 
to select, observe and follow appropriate samples of 
various populations over the years to see whether 
and in what circumstances the apparently innocent 
condition of chronic bronchitis may lead to the 
crippling disease of pulmonary emphysema. 


To enable us to do this we need to sharpen the pre- 
cision of our diagnostic tools. It may be more 
difficult to develop precise and specific diagnostic 
methods for bronchitis and emphysema than for 
pneumoconiosis; for we have no characteristic 
radiological abnormalities to guide us. Accord- 
ing to my hypothesis, the earliest abnormality 
we have to detect is bronchial hypersecretion, pro- 
ducing cough and sputum. Although we clinicians 
often ignore it, our symptomatic enquiries are 
subject to serious error introduced by both subject 
and observer. The possible magnitude of these er- 
rors was first shown by Cochrane and co-workers®® 
who found that different observers might vary in 
their estimates of the prevalence of sputum from 12 
per cent to 42 per cent in random samples of the 
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same population. I have recently been working on 
this problem® and find that by careful briefing and 
training of questioners these errors may be re- 
duced. They may perhaps prove to be no greater 
than those encountered in the reading of x-ray 
films in pneumoconiosis. I have also found that 
members of the general population in London are 
willing to provide specimens of sputum which give 
reasonable confirmation of their answers to these 
questions. In respect of the functional consequences 
of bronchitis, we can have recourse to objective 
methods of measuring disturbances of pulmonary 
function. At present the methods that can easily be 
used in the field measure impairment of ventilatory 
function**:3® but can throw little light on its func- 
tional origin. But rapid methods of doing more com- 
plete functional analyses, which may even distinguish 
between the different effects of various kinds of 
emphysema, may soon become available for use in 
the field.8* 

At this moment in Great Britain, 120 general 
practitioners are completing a symptomatic ques- 
tionnaire and doing a simple function test on age- 
stratified, random samples of their practices, the 
samples being drawn from the central records kept 
by the Ministry of Health. We hope to learn more 
about the urban-rural, occupation, social, and smok- 
ing effects upon prevalence. We hope it may prove 
possible to follow these samples through the years. 
But other contrasts may prove even more rewarding. 
I have pointed out the evidence—albeit uncertain 
—that the prevalence of the disease may be less in 
America than in England. We need to establish 
whether this is so by parallel surveys in the two 
countries. I would be surprised if the mellow and 
smokeless climate of San Francisco produces as 
much bronchitis as do the fogs of London, Man- 
chester and Sheffield. But I may be wrong; only 
planned observations can show. 

There is no doubt that the aetiology of bronchitis 
is more complex than that of pneumoconiosis and 
its study may be more difficult, but I am sure that 
the principles of investigation that proved so pro- 
ductive in pneumoconiosis are applicable to bron- 
chitis and its sinister companion, emphysema. The 
complexity of the problem does not render it in- 
soluble but it does mean that something more than 
the individual efforts of isolated investigators is 
required. Clinicians must join forces with their col- 
leagues in other departments in our universities, 
pooling their resources in a joint attack on this 
problem. 

I should like to end by reiterating my belief in re- 
lation to chronic disabling respiratory disease that 
if, as physicians, we restrict ourselves merely to 
studying the symptoms about which our patients 
come to consult us and to attempting to alleviate 
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them, we shall fail to practise medicine in its fullest 
sense. Only if we extend our interest beyond the 
clinic and devise means for detecting earlier de- 
viations from health than those which bring our 
patients breathless to our clinics; and only if we 
apply these methods to representative samples of the 
general population and have the patience and de- 
termination to observe these subjects through the 
years, to see how, and in what circumstances mani- 
festations of disease appear, can we hope to achieve 
our true purpose: the protection of our fellow men 
from what, on the evidence before us, may be pre- 
ventable suffering and distress. 

Postgraduate Medical School, Ducane Road, London W12, England. 
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Indications for Lumbosacral Fusion 


JOHN R. BLACK, M.D., Los Angeles 


WHEN SPEAKERS who took part in a symposium on 
the surgical treatment of lumbar disc protrusion that 
was held at the 1956 annual session of the California 
Medical Association had finished a rather warm 
discussion, someone in the audience asked, “Well, 
when do you do a fusion?” Probably a final answer 
cannot be supplied from today’s knowledge, but I 
believe that there are factors to be considered which 
were not presented at that time. 


How did our present day ideas evolve? In 1911, 
Hibbs’ first described a technique for spinal fusion 
and shortly afterward Albee reported a procedure 
for this purpose. The first use of operations of this 
type was in cases of tuberculosis of the spine. Later 
they were used in scoliosis. Then, in 1914, Hibbs 
performed a fusion of the lower back for relief of 
pain in that area. In 1929% he reported on 147 such 
cases. At that time, the prevalent theory as to the 
cause of low back pain was that it was owing to 
mechanical defect, either postural or congenital. 
The indication for operation was the presence of 
severe or recurrent back pain not relieved by con- 
servative measures, together with roentgenographic 
evidence of bony abnormality. There was no clear 
indication as to how many joints should be fused. 


In 1932, Chandler* described the trisacral fusion 
—that is, fusion of both sacroiliac joints and fusion 
of the lumbar spine from the 4th lumbar vertebra 
to the sacrum. He said at that time that “there is 
still much confusion as to the diagnostic syndromes 
differentiating lesions of the lumbosacral junction 
from the sacroiliac joints.” This extensive operation 
was designed to encompass all possible derange- 
ments of the sacroiliac joints and low back. Some 
surgeons even fused the spine from the second lum- 
bar vertebra to the sacrum. 


In 1934, Mixter and Barr! demonstrated conclu- 
sively that protrusion of a disc was a common cause 
of low back pain and sciatica and that it could be 
successfully treated by surgical means. Although this 
work helped immeasurably to clarify the diagnosis 
and treatment of low back pain, many problems still 
remained. 


In 1940, surgeons began reporting more than one 
protrusion observed at the time of operation. Some- 
times operation was done and no protrusion could 


Chairman’s Address: Presented before the Section on Orthopedics at 
the 86th Annual Session of the California Medical Association, Los 
Angeles, April 28 to May 1, 1957. 


12 


e In cases in which operation is indicated, the 
author advocates routine fusion of the lumbo- 
sacral joint in all cases of protrusion of the 5th 
lumbar disc, providing the spine above that level 
is considered essentially normal. 

He would do spinal fusion in all cases—pro- 
vided operation were indicated—in which the pri- 
mary complaint was that of low back pain and in 
which sciatic pain was absent or minimal. In such 
cases, the fusion area should extend as far as 
necessary to include the portion of the spine in- 
volved in pathologic change. Only in exceptional 
cases would spinal fusion be done in patients 
more than 50 years of age. 

With the exceptions noted, all patients requir- 
ing reoperation should have the benefits of lum- 
bosacral fusion. 


be found; this situation was ascribed to so-called 
“concealed disc” or “hypertrophied ligamentum 
flavum.” It also was noted that while removal of a 
classical protruded or ruptured disc brought about 
prompt and complete relief of sciatic pain, in other 
less typical cases operation did not bring relief. 
Many patients continued to have backache of some 
degree. 

In 1941, Barr and Mixter? reported upon a series 
of 193 cases of ruptured intervertebral disc. In some 
of them spinal fusion was carried out in addition to 
removal of the protruded disc. The incidence of good 
results was 20 per cent higher in the group with 
fusion than in the group with laminectomy only. 
The indications for fusion in a given case was evi- 
dence of spinal instability as observed clinically, 
roentgenographically or at operation. 

There then appeared to be three schools of thought 
—those who advocated removal of the disc only, 
those who advocated spinal fusion in all cases and 
those who felt there was a place for both operations. 
Clear-cut indications for each were still lacking. 

A new aspect of the problem then became appar- 
ent—that of pseudarthrosis. In 1937, Kimberley? 
reported pseudarthrosis in 21 per cent of patients 
who had lumbosacral fusion and in 35.7 per cent of 
those who had spondylolisthesis. In 1947 Aitken and 
Bradford! reported pseudarthrosis in 7 per cent of 
cases in which fusion was done for ruptured lumbar 
disc. In 1948, Cleveland and co-workers® reported an 
incidence of 20 per cent; and they noted also that 
with repeated operations the incidence of pseudar- 
throsis increased. 

In 1949, Thompson and Ralston’* reported an 


CALIFORNIA MEDICINE 





average incidence of pseudarthrosis in 13.9 per ceat 
of cases of lumbosacral fusion. In cases in which the 
lumbosacral joint alone was fused, the rate was 12.2 
per cent. It was 55.1 per cent in cases in which the 
fusion extended from the 4th lumbar vertebra to the 
sacrum, despite the use of screws as fixation for the 
apophyseal joints. 

In the intervening years newer fusion techniques 
have been evolved, and I believe that in general the 
surgical technique has improved. This, and longer 
postoperative immobilization in cases in which sev- 
eral joints have been fused, has brought about some- 
what improved results. However, the problem has 
not yet been entirely eliminated. 


Other factors which affect the decision to fuse or 
not to fuse are the surgeon’s ideas as to the cause of 
low back pain. Before the discovery of the role of 
herniation of a disc in the production of low back 
pain, various theories were entertained. As was al- 
ready mentioned, sacroiliac disease or derangement 
was believed to be a common factor. In 1934, Fergu- 
son® postulated that in some persons the spine is 
mechanically weak for various reasons such as spon- 
dylolisthesis, poor posture, poor body structure, and 
congenital anomalies of the facets, the vertebral 
bodies and the laminae. He said that in general these 
weaknesses are compensated in younger persons but 
that at about age 40 when muscle tone and power 
diminish, the compensation also diminishes and 
backache and pain occur owing to strain on liga- 
ments and muscles. 

There have been many surveys made in an at- 
tempt to establish the role of congenital anomalies in 
low back pain. However, these studies have been in- 
conclusive and in view of the proved role of disc 
degeneration and the increasing incidence of degen- 
eration with advancing age, there seems no strong 
reason to believe that these anomalies are anything 
more than incidental in the average case. 

It cannot be denied that posture plays a part in 
low back pain, if for no other reason than that it 
affects to some degree the site of degeneration of the 
disc. However, it seems to me that once the disc is so 
degenerated or so damaged as to give rise to symp- 
toms, the process is irreversible and attempts to cor- 
rect faulty posture or poor body mechanics are prob- 
ably useless. With these considerations in mind it 
does not seem to me that the presence of a congeni- 
tal anomaly necessarily means an unstable spine; on 
the other hand, the presence of spur formation or 
any narrowing of the interspace, in the absence of 
congenital anomaly at that level, would have to be 
considered evidence of an unstable joint unless 
proven otherwise. 

Spondylolisthesis is generally considered a com- 
mon cause of low back pain. Yet, is this not another 
instance of disc degeneration? It is probable that 
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as long as the disc remains intact the relationship 
between the vertebral bodies remains the same, but 
that when the disc degenerates, slipping may occur. 
Also, when degeneration occurs symptoms are more 
likely to be present. Since there are no accurate 
statistics on the incidence of low back pain in the 
population according to age groups, we do not actu- 
ally know whether the incidence of back pain in per- 
sons with spondylolisthesis is greater than average 
or not, 

The age of the patient is an important factor in 
considering whether or not to do spinal fusion, The 
pathologic studies made by Schmorl'* on the degen- 
erative changes that occur in the disc demonstrated 
conclusively that the incidence of degeneration in- 
creases with age. Evidence of disc degeneration was 
noted in 50 per cent of all subjects who were between 
50 and 60 years of age. Often, however, there is no 
pain associated with degeneration. Nor does the inci- 
dence of protrusion coincide with the increase in de- 
generation; the peak incidence of protrusion is be- 
tween ages 30 and 40° and after age 40 it drops. The 
reason for this appears to be that protrusion depends 
on two factors—degeneration of the disc and suffi- 
cient water content in the nucleus pulposus to per- 
mit it to be squeezed out of normal position. Al- 
though the degenerative process continues with ad- 
vancing age, the water content is less and the disc 
firmer. This concept should influence the choice of 
treatment in individual cases. If the patient is a 
young person with one protruded disc and all other 
discs normal, surgical excision of the protruded dis¢ 
and fusion of the two vertebrae involved will result 
in an almost normal back. If the patient is more 
than 60 years of age, has severe pain in the back and 
legs and evidence of extensive degenerative changes 
in the intervertebral discs, it is probable that removal 
of a protruded disc with or without fusion will re- 
duce the pain in the legs but complete relief of the 
back pain is not likely. 


‘Dew are psychological factors to be 
considered in evaluating each patient. Since pain 
is a purely subjective symptom, the response of the 
individual to pain has a decided bearing upon the 
indication for operation and also upon the result. 
Patients who are involved in severe emotional or 
environmental stresses sometimes attempt to escape 
their problems by blaming their situation upon a bad 
back. On the other hand, adequate and prompt treat- 
ment of protruded disc or other condition causing 
pain may be of great benefit to a highly sensitive, 
neurotic or psychotic patient. 

What can be expected today of operations for in- 
tervertebral disc disease? Let me first state that I 
do not believe we can ever expect to return the pa- 
tient’s back to normal, if by normal we mean a com- 
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plete unawareness of the back in any and all activi- 
ties. Such results are usually classified as excellent, 
and in most series the proportion of excellent results 
is in the neighborhood of 2 to 3 per cent. 

Some years ago, I conducted a follow-up study on 
about 100 cases in which I had done operations of 
various kinds for relief of low back pain. Although 
there was a rather high proportion of replies indi- 
cating the patients were satisfied with the result, I 
was forced to conclude, on the basis of my knowl- 
edge of the patients, that most patients minimize 
their complaints. In general, patients may have stiff- 
ness and fatigue in the back but tend to disregard 
this and do not interpret it as pain. Therefore, I 
think it is proper in these cases to approach the prob- 
lem with the idea of improving the condition of the 
patient rather than with the expectation of eliminat- 
ing all back discomfort. 

What about the economic status of the patient? 
Since in practically all cases an operation for relief 
of low back pain is an elective procedure, the eco- 
nomic status of the patient is an extremely impor- 
tant one. If the patient is in such circumstances that 
he can afford to take time off from work, he has time 
for conservative treatment and for slow recovery 
from a given attack. Or, if operation is contem- 
plated, he can afford to have it. But if the patient’s 
income is limited, it becomes the duty of the attend- 
ing physician to get him well enough to return to 
work in the shortest possible time and at the least 
expense. In these circumstances, it is often more 
practical to advise early operation than to prolong 
conservative treatment, particularly if the pain is se- 
vere and the patient does not respond quickly to the 
conservative measures. 

Industrial injuries are particularly difficult to 
treat. It is well known that the expectation of final 
settlement and compensation even after the patient 
has been treated successfully, sometimes delays com- 
plete recovery. If the patient is dealt with in private 
practice, the problems can be discussed with him 
and the treatment then depends upon the patient’s 
estimate of his own disability and whether he wishes 
to undergo operation for the degree of relief that 
can be expected. In an industrial case, the attending 
physician must make an independent estimate of the 
patient’s disability, considering the industrial as- 
pects. The recommendation is then made, not so 
much to the patient as to the insurance carrier. The 
carrier then may decide to call in other consultants; 
and not infrequently this compounds the confusion 
and prolongs the period of disability. 

There are many factors in the evaluation of the 
results in treatment of herniated disc, not the least 
of which is the viewpoint taken by the person evalu- 
ating the result. Early in the history of surgical 
treatment of disc protrusion, the operations were 
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done chiefly by neurosurgeons. As could be ex- 
pected, the emphasis was placed upon the degree of 
relief of pain in the legs, residual pain in the back 
not being considered of great importance by the op- 
erating surgeon. In other series the results were 
often judged by whether the patient returned to his 
former work or to some other work. This standard 
is of limited value; it is probably more useful in in- 
dustrial than in private cases. Most physicians work- 
ing in this field are well aware that, economic pres- 
sures being what they are, the great majority of pa- 
tients will return to work in spite of residual dis- 
ability. The longer the period of follow-up, the 
greater will be the proportion returning to work. 


=. of the most careful follow-up re- 
ports was made by the Research Committee of 
the American Orthopaedic Association. In 1952,!? it 
reported upon 250 patients with protruded disc who 
were treated by excision alone. In 59 per cent of 
these cases results were satisfactory; in the remain- 
der, unsatisfactory. In another group of 118 pa- 
tients treated by excision of the disc and spinal fu- 
sion, some 69 per cent had satisfactory results; the 
rest, unsatisfactory. The operations in these cases 
were done in the five-year period 1941-1945. It 
could be said of this survey that the surgical tech- 
niques of today are probably better than in the years 
covered by the study. On the other hand, the study 
covered a longer follow-up period than most other 
series reported. 


What results are to be expected from fusion in 
cases of low back pain without sciatica? From a re- 
view of the reported cases, I would place the satis- 
factory results at about 75 per cent. In some series, 
the proportion of satisfactory results is reported at 
80 to 85 per cent. However, pseudarthrosis in cases 
of multiple joint fusion continues to be a serious 
problem. 


With the foregoing considerations in mind, let us 
turn to the indications for fusion of the lower back 
for patients with or without sciatica. First of all, 
there are certain general considerations that must be 
taken into account with regard to elective operations 
of any kind. One is that the patient should be in good 
general health, and, for spinal fusion, less than 50 
years of age. There are a number of reasons for this 
age limitation. The incidence of complications such 
as embolus, thrombophlebitis and infection is greater 
in persons over that age. The incidence of pseudar- 
throsis is greater and the prospect of relief of back 
pain is less because of the greater incidence of de- 
generative changes in the parts of the spine not op- 
erated upon. There are exceptions to this age limit, 
but not many. Probably the most important indica- 
tion for operation is disability severe enough to war- 
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rant the expense, loss of time and surgical risk. In 
1952, Key® expressed the opinion that “the decision 
whether or not to operate upon a disc lesion is based 
upon the persistence and severity of this pain and 
lisability and the patient’s reaction to these symp- 
oms, rather than upon any typical, physical, or 
‘aboratory findings.” 
Decision to operate is usually made following trial 
of conservative treatment. Ideas of what constitutes 
dequate conservative treatment vary considerably. 
would consider that operation is indicated in the 
ases of severe acute low back pain and sciatica not 
improved within two weeks, by bed rest and trac- 
tion, or in cases moderately improved by this treat- 
ment but becoming severe again upon ambulation. 
In chronic cases in which low back pain or low 
back pain and sciatica of a moderate degree con- 
stantly or frequently interfere with many of the ac- 
tivities the patient wishes to pursue, it then becomes 
a question of discussion between the patient and the 
surgeon as to the relative merits of surgical treat- 
ment. In such circumstances, I try to give an accu- 
rate picture of the prognosis, then leave it up to the 
patient to decide. 


What kind of operation should be done? In gen- 
eral, I would say if the patient has suffered from 
backache alone, the only procedure that could be 
expected to give satisfactory result is spinal fusion. 
However, I believe that in all cases in which there 
is sciatica, the spinal canal should be examined for 
nerve root compression. I would therefore consider 
that in all cases of spondylolisthesis in which opera- 
tion is indicated by the foregoing criteria, spinal 
fusion of the involved segment in the spine should 
be carried out. I believe that in all cases of protruded 
disc, if the protrusion is at the lumbosacral level— 
that is, between the body of the 5th lumbar vertebra 
and sacrum—and the spine above this level is nor- 
mal, spinal fusion should be done. I recommend this 
for several reasons. First, spinal fusion limited to 
the lumbosacral joint is a relatively simple operation 
to perform and does-not add much to the risk. Fur- 
thermore, fusion is successful in a high proportion 
of cases and usually a long stay in hospital after 
operation is not necessary. Finally, I believe the 
result is better if the damaged joint is fused than if 
it remains mobile. 

If the protruded disc is at the level of the 5th lum- 
bar interspace but there is evidence of attrition of 
the discs or degenerative changes of the spine above 
that level, spinal fusion should not, in my opinion, 
be carried out. There would be little advantage to 
fusing one joint if there were many possible areas 
that could give rise to backache. Moreover, decreas- 
ing the mobility of one segment of the spine is more 
likely to cause development of symptoms in adja- 
cent segments. 
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If the protrusion is at the level of the 4th lumbar 
disc or higher, I do not believe that spinal fusion 
should be carried out routinely. One reason is that 
although in most reported series the incidence of 
satisfactory results is about 20 per cent greater with 
spinal fusion than with excision alone, the incidence 
of pseudarthrosis is also greater when more than one 
joint is fused, and this about offsets the advantage 
obtained by spinal fusion. Also, as previously noted, 
I do not believe spinal fusion is indicated for pa- 
tients more than 50 years of age. 

In cases in which reoperation is done because of 
persistent disabling back pain with or without sci- 
atica, I believe fusion of the affected area should be 
routine—provided the patient is below age 50. I be- 
lieve fusion is indicated for patients over 50 years 
of age who have to have reoperation because of 
chronic low back pain. In patients disabled by sciatic 
pain primarily, if sufficient pathologic findings are 
found to explain the pain and it can be relieved, then 
fusion is not advisable. 

1930 Wilshire Boulevard, Los Angeles 57. 
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Diagnosis of Hemorrhagic Diseases 


Evaluation of Procedures 


L. W. DIGGS, M.D., Memphis, Tennessee 


Part II 


Preoperative Tests 


ROUTINE PREOPERATIVE TESTS to predict hemorrhage 
in patients would be indicated if there were simple 
and reliable tests which would reveal abnormality of 
hemostatic mechanisms with reasonable accuracy. 
Routine tests for hemorrhagic disease would be in- 
dicated if there were a surplus of trained technolo- 
gists and unlimited funds available. Unfortunately, 
there are no simple or complicated tests that are 
infallible in predicting the tendency to bleed. There 
is a shortage of technologists and cost must be 
considered. 

In the opinion of the author, extensive and careful 
hemorrhagic studies should be made on patients 
whose history, physical examination and screening 
laboratory tests indicate the need for such tests, but 
these studies should not be performed routinely on 
every patient scheduled for surgical operation. Rou- 
tine hemorrhagic tests are not specified by national 
surgical and hospital agencies which set the require- 
ments for procedures in approved hospitals. A sur- 
geon would not be considered negligent if he did 
not perform routine preoperative tests for bleeding 
time and blood coagulation. 


Staff and hospital rulings which require routine 
preoperative tests for hemorrhagic disease force the 
laboratory to adopt time-saving and inferior meth- 
ods. The bleeding time is usually determined from a 
puncture wound of the thick, elastic and self-closing 
skin of the finger tip. The clotting time is one of the 
micromethods which utilize a few drops of blood 
well mixed with thromboplastin from the same skin 
puncture wound. These two procedures can usually 
be performed within five minutes and, if necessary, 
while the patient is being wheeled to the operating 
room or is being draped for operation. More accu- 
rate methods such as the Ivy bleeding time method 
or the multiple tube coagulation time method would 
require 30 to 45 minutes of the technologists’ time. 
Observation of the clot, which should be part of any 
hemorrhagic study, would require additional time. 


_ Pare I of this two-part article appeared in the December, 1957, 
issue of CALIFORNIA MEDICINE. 
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e Routine preoperative tests such as the deter- 
mination of bleeding time and coagulation time 
are unnecessary and are not recommended. Rul- 
ings which require routine preoperative tests re- 
sult in the adoption of inferior and unreliable 
time-saving methods in the laboratory. If the 
clinical staff insists that laboratory procedures 
to predict hemorrhage be performed on every 
patient scheduled for operation, approved meth- 
ods of performing the tests should be employed. 

Preoperative procedures should include a per- 
sonal and a family history, a careful and com- 
plete physical examination and screening labora- 
tory tests such as urinalysis, hematocrit, leuko- 
cyte count and smear examination, including 
estimation of the number of thrombocytes. 

Special hemorrhagic studies are indicated on 
selected patients. These selected patients include 
those who have a history of abnormal bleeding, 
those who consider themselves “easy bleeders” 
or who have apprehension concerning hemor- 
rhage at the time of operation, and those who 
have physical signs of hemorrhage. Special hem- 
orrhagic studies should also be performed on pa- 
tients who have diseases that are known to be 
associated with vascular and coagulation abnor- 
malities, infants who have not been subjected to 
tests of trauma and on patients from whom a re- 
liable history cannot be obtained. 

Extra precaution should be taken if operation 
is to be performed in hospitals or clinics that do 
not have adequate blood banking facilities and 
if the operation to be performed is one in which 
difficulty in hemostasis is anticipated. 

The preoperative tests that are indicated on se- 
lected patients should include as a minimum: 
The thrombocyte count, determination of the 
bleeding time by the Ivy method, determination 
of the coagulation time by the multiple tube 
method and the observation of the clot. Where 
facilities are available, the hemorrhagic study 
should also include the plasma and serum pro- 
thrombin activity tests. 


The pathologist is aware or should be aware that 
the tests performed are not acceptable from a scien- 
tific standpoint; but he does not insist on making 
a change, for he does not have the technical staff 
required to perform the tests in an approved manner. 
He often does not have the missionary zeal that is 
required to change a traditional hospital custom and 
does not have the fortitude to buck the edicts of a 
dictatorial and omnipotent clinical staff. The hospital 
administration is not interested in losing a source of 
steady revenue. The surgeon heartily approves, for 
he believes that reliable methods are being used and 
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that his patient will not bleed abnormally since the 
laboratory results are normal. Everyone benefits ex- 
cept the patient who is not protected, but who pays 
for a service he does not receive. 

In the past, the performance of the finger-tip 
bleeding time and the capillary tube clotting time 
was an accepted and standard practice and afforded 
the surgeon, the laboratory director and the hospital 
administration a degree of medicolegal protection 
which comes from the performance of the usual and 
-ustomary procedures. Such procedures will not, in 
‘he light of present knowledge, continue to be 
accepted, 

The acceptable practice at present should be to 
»btain a personal and family history from the patient 
and to ask him specific questions about abnormal 
bleeding following trauma, about spontaneous bleed- 
ing from mucous surfaces, and about ease of bruis- 
ing. The surgeon or his assistants should also be 
expected to examine the patient before the operation 
and to order the usual screening laboratory pro- 
cedures, such as the hematocrit, the white cell count, 
the blood smear examination and urinalysis. The 
examination of the blood smear should not be 
limited to the differential count of the leukocytes, 
but should include an appraisal of the erythrocytes 
and an enumeration of the thrombocytes in terms of 
number per oil immersion field. If the technologist 
is instructed to report any abnormality of bleeding 
following skin or venipuncture, the patient will 
receive the same so-called determination of “bleed- 
ing time” he now receives, without a special order 
or an extra charge. 

If the physician desires to shift the responsibility 
for the detection of hemorrhagic disease to the lab- 
oratory and if he expects the examination to be 
performed in five or ten minutes, the technologist 
should be given a check list of questions to ask the 
patient and should examine the skin and the mucous 
membranes. The history and superficial examination 
performed by a technologist would be more likely 
to reveal a tendency to bleed at the time of operation 
than would the performance of laboratory tests, such 
as making a few passes at the patient’s finger tip 
with a wisp of cotton and pantomiming the clotting 
time by a few gestures with little glass tubes. Such 
token tests belong in the class of voodoo and witch- 
craft and should no longer be tolerated in the age 
of thromboplastin precursors and accelerator factors. 

There is no contraindication to the performance 
of routine preoperative tests if the surgeon, the 
hospital administration or the patient desires such 
procedures. The contraindication is the use of meth- 
ods which are not acceptable. If the hospital, clinical 
staff or laboratory directors insist on routine pre- 
operative tests by approved methods, additional 
technologists must be employed, an extra hospital 
day for preoperative tests must be allowed and a 
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significant increase in the charge for the procedure 
must be considered. 

It has been the author’s experience that the diffi- 
culty in hemostasis at the time of operation does not 
occur because the surgeon does not order routine 
hemorrhagic tests, but because he does not obtain 
an adequate history, because his physical examina- 
tion of the patient is incomplete and because the 
screening laboratory tests were inaccurately per- 
formed or the results of the tests disregarded. One 
fatality due to hemorrhage following tonsillectomy 
and adenoidectomy occurred in a child with leu- 
kemia who had enlarged tonsils and palpable cervical 
nodes. The bleeding time and coagulation time by 
the methods employed were normal. The generalized 
lymph node enlargement and slight splenic enlarge- 
ment were not detected. No attention was given to 
slight leukopenia and an abnormal differential count. 

Another death due to hemorrhage occurred in a 
woman admitted to the gynecological service because 
of uterine bleeding. Preliminary studies revealed 
anemia and leukocytosis. The examination of the 
blood smear did not include the enumeration of 
thrombocytes. Following dilation and curettage, uter- 
ine bleeding was excessive. Multiple transfusions 
were ineffective. Hysterectomy was performed. The 
patient bled to death postoperatively. The diagnosis 
was thrombocytopenic purpura. On re-evaluation of 
the case and on re-examination of the blood smears, 
it was obvious that the catastrophe could have been 
prevented if a more careful history had been ob- 
tained, if attention had been given to the few 
petechiae on the skin and if the technologist had 
examined the smear properly and had reported the 
thrombocyte deficiency. In this patient there was a 


.clear indication, not for a routine finger-stick bleed- 


ing time and capillary coagulation time, but for a 
special hemorrhagic study, for the patient was ad- 
mitted to the hospital because of abnormal bleeding. 

Routine preoperative tests cannot possibly predict 
bleeding which develops as a result of the sensitivity 
to drugs or to injections given at the time of or 
following operation. No tests have been devised 
which can anticipate the development of fibrino- 
genopenia and fibrinolysis at the time of operation. 
Most of the troublesome hemorrhagic complications 
develop several days or weeks after the operation. 
Preoperative hemorrhagic tests reveal the reaction 
of the patient or his plasma under preoperative con- 
ditions and cannot possibly anticipate phenomena 
that may develop at a later date as a result of new 
eticlogic agents. 

Routine preoperative tests performed by the most 
acceptable methods and by the most skilled tech- 
nologists will not detect hemorrhagic disease in all 
patients with hemorrhagic disease. In vascular dis- 
eases such as hereditary hemorrhagic purpura (pseu- 
dohemophilia), purpura due to allergy, thrombas- 
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thenia and the milder forms of classical hemophilia 
or deficiency of plasma thromboplastin component 
and plasma thromboplastin accelerator, the bleeding 
time and the coagulation time may be within the 
range of normal variation. In patients with these 
conditions, the diagnosis is made by the history and 
the special and more sensitive tests, and not by rou- 
tine tests, which are usually erroneous because they 
give results of a false negative type. 


SELECTION OF PATIENTS FOR SPECIAL PREOPERATIVE TESTS 


Although it is not recommended that preoperative 
tests for hemorrhagic disease be performed routinely, 
it is recommended that more complete tests be per- 
formed by experts on selected patients who are 
scheduled for surgical operation. 

If patients are admitted with severe hemorrhage 
from any site, and particularly if they are bleeding 
from multiple sites, the basic tests for vascular and 
plasma deficiency components should be performed 
at the time the blood is taken for typing and cross- 
matching. If technologists are not available at the 
time, the physician should personally observe the 
clotting time of the blood, the character of the clot 
and the ease of bleeding following skin puncture. 
He should personally see that smears are made to 
appraise thrombocytes and to rule out primary blood 
dyscrasias such as leukemia and aplastic anemia. 
After transfusions have been given, the blood to be 
tested is no longer the patient’s blood, but a mixture 
of the patient’s blood and the citrated blood of a 
normal donor. 

If the patient is admitted to the obstetrical service 
because of uterine bleeding, it is imperative that the 
clotting time be determined immediately and that 
the clot be saved for observation of its character and 
lysis. If the clotting time is short or normal, if the 
clot is firm, and if it retracts and holds the major 
portion of the erythrocytes within the fibrin mass, 
fibrinogenopenia can be excluded. If the blood clots 
slowly and if the clot is friable and tends to liquefy 
or if the fibrin web on retraction fails to hold the 
red cells in its meshes, the diagnosis is fibrinogeno- 
penia and fibrinolysis (see Figure 1). In case of 
doubt, fibrinogen or fresh plasma and/or whole 
blood should be given immediately. By saving the 
first blood clot and by performing serial coagulation 
studies, saving each clot in turn for observation and 
comparison, the treatment of the patient and his 
response to therapy can be evaluated. 

Preoperative hemorrhagic tests should be per- 
formed on all patients who have a personal or 
family history of abnormal bleeding, on all patients 
who have physical signs of hemorrhage and on all 
who have systemic diseases which are known to be 
commonly associated with hemorrhagic tendencies 
(leukemia, nephritis, cirrhosis or lupus erythemato- 
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Figure 1.—Character of a normal clot compared with a 
defective clot from a patient with fibrinogenopenia. (Mod- 
ification of an illustration that appeared in “Hemorrhagic 
States During Pregnancy” by O. D. Ratnoff, J. A. Pritch- 
ard, and J. E. Colopy in the New England Journal of Med- 
icine, 253 :63-69, 97-102, July 14 and 21, 1955. 


sus). A battery of studies for the detection of 
hemorrhagic abnormality should be performed on 
all patients who think that they are “easy bleeders.” 
Apprehension on the part of the parents of a patient 
is sufficient indication for the performance of screen- 
ing tests, provided that the tests performed are ac- 
ceptable tests such as the Ivy bleeding time test, the 
multiple tube coagulation time test, the observation 
of the clot and the evaluation of the thrombocytes. 


The preoperative precautions taken depend some- 
what upon the nature of the operation contemplated, 
the qualifications of the surgeon and the facilities 
available at a given hospital for emergency trans- 
fusion. Patients scheduled for pulmonary and car- 
diovascular operations should have special studies 
performed preoperatively. Hereditary defects in the 
blood coagulation components are more common in 
patients with congenital heart lesions than in nor- 
mal persons. One would be more hesitant to risk 
abnormal bleeding in a small rural hospital without 
a blood bank than in a large general hospital with 
adequate transfusion facilities. 

Tests for hemorrhagic disease are indicated on 
patients scheduled for operative procedures, who are 
not able to give a reliable history. Circumcision and 
other operations on infants should be preceded by 
screening tests for abnormalities in bleeding and in 
coagulation. Here it is indicated and justified to 
determine the coagulation time by an admittedly 
inferior micromethod, since puncture of superficial 
veins in infants is difficult and often impossible. 
Aspiration of blood from the femoral or jugular 
veins is contraindicated, for deep vein puncture in 
patients with hemophilia or other severe hereditary 
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Figure 2.—Sample of sheet for reporting and interpreting results of special hemorrhagic tests in selected cases 


IN satan OE ON i sii alla ee ee Se er eS ee 
na a a ce Ee ie a ee 


HEMORRHAGIC STUDY 


sleeding time (Ivy method) : 


RR sakstss<capstescaresseneceset teins iesnaeabesasighavts ion siecpiniawiaepeeed 
Oem GE Dee REN TRIN aise ness cancdnccrecnsesniosesonenncttnns 


‘apillary fragility (tourniquet test) ...............seececcesesceceeeesoeseceneees 


‘lotting time (4 tube method) : 
3: 


e 2: 4:_________ Average: 


)bservation of the clot: 


Weiner Gr GOUrUMMEN: CIPRO ain cnc ccceshectiennc 
WORN UU iran as hr See ouccn sb eect ecaanrnton 
Packed cell volume (per cent) .............-..-.-.----c--:c-csescsesesesesneeeeeeeeee 
Fluid volume of the clot (per cent) ..................--.:.:-seececseeeeeseeeeesees 


Description: 


Thrombocyte Count (No. per 100 oil immersion fields) ................ 
Plasma prothrombin activity (Quick’s method) .......................-...-- 


Casall GEOINT GUEII IRs e555 nosis sei 


Other tests: 


Interpretation : 


hemorrhagic anomalies may be followed by massive 
extravasation of blood. In the taking of blood for 
determination of coagulation time by one of the 
micromethods, the heel or toe should be punctured 
with a surgical blade and freely flowing blood ob- 
tained in order to avoid admixture with tissue 
thromboplastin. A deeper wound and rupture of 
larger vessels is also indicated to test the effective- 
ness of the vascular mechanisms. Recurrence of 
bleeding after cessation, or the necessity of applying 
a pressure bandage to staunch the flow of blood, is 
a warning against elective surgical procedures. The 
surgeon on operating on infants and on patients on 
whom an adequate history has not been obtained 
should, after making the first incision, pause a few 
minutes to see whether or not there is adequate 
hemostasis at the time of incision, without hemostats 
or ties, before going into the deeper tissues. 

If there is excessive bleeding from an operative 
wound, specimens of this blood which are so readily 
and copiously available should be placed in a test 
tube or medicine glass and examined. The clotting 
time of such blood and the character of the clot will 
be of immediate value in making a decision as to 
whether to cut or to sew, to proceed or to “back out.” 
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Normal 


1 to 6 minutes 
1 to 4 minutes 
No petechiae 


Less than 25 minutes 


40 to 60 per cent 


0 to 20 per cent 


500 or more 


Examined by. 


SELECTION AND PERFORMANCE OF TESTS 


In patients scheduled for operation on whom 
special hemorrhagic studies are indicated, the mini- 
mal procedures should include the blood smear 
examination, including, an estimate of the number 
of thrombocytes per 100 oil immersion fields, deter- 
mination of the bleeding time by the Ivy method, 
the tourniquet test, determination of the clotting 
time by the multiple test tube method and the ob- 
servation of the clot. Other tests which are recom- 
mended in patients who have a history and signs of 
hemorrhagic disease, or who have diseases known to 
be associated with hemorrhagic tendencies, are the 
plasma and serum prothrombin activity tests (Figure 
2). The performance of the battery of hemorrhagic 
tests should be scheduled at a time that is convenient 
to the technical staff and should not be ordered or 
considered as a part of the daily routine. The results 
of these special tests should be reported on a special 
sheet (see Figure 2) and the findings interpreted by 
a physician who is familiar with the methods used, 
the normal values of the methods and the signifi- 
cance of the combined tests. 

42 Dunlap Street, Memphis 7, Tennessee. 





Cobalt Folliculitis 


CHESTER M. SIDELL, M.D., J. GORDON ERICKSON, M.D., 
and JACK E. McCLEARY, M.D., Los Angeles 


AN ANNOYING REACTION to the ingestion of cobalt 
chloride in hematinic and vitamin-mineral prepara- 
tions has been observed by the authors. 

Cobalt preparations combined with iron are being 
extensively used in therapy of certain anemias”®1° 
and as general tonics. Except for reports of thyroid 
hyperplasia and hypothyroidism,®? which have not 
been confirmed by additional studies,** no signifi- 
cant toxic manifestations in cobalt therapy have 


been published. 
CLINICAL OBSERVATION 


During the past two years, we have accumulated 
a series of 60 documented cases of folliculitis, acne- 
form eruptions, and aggravation of preexisting acne 
in patients receiving cobalt chloride. The most severe 
manifestations appeared in patients who were taking 
cobalt-iron preparations, but others occurred in 
patients taking various vitamin-mineral combina- 
tions that contained cobalt. Vitamin B,, preparations 
containing cobalt given parenterally have also been 
found to produce similar skin manifestations in 
some instances. Care was taken to rule out the possi- 
bility of other trigger mechanisms as etiological fac- 
tors before attributing the eruption to cobalt in- 
gestion. 

This reaction was observed in persons from 10 
to 58 years of age, predominantly in females. In 20 
cases, which have been classed as primary, the erup- 
tion developed in essentially normal skin. In 40 
cases, classed as secondary, the eruption constituted 
an aggravation of existing acne or reactivation of 
preexisting acne. The period of ingestion of cobalt 
before the reactions appeared varied from one to 
ten weeks. 


SKIN MANIFESTATIONS 


In the primary cases, folliculo-pustules or papulo- 
pustules developed over the face and trunk. These 
lesions appeared in from three to ten weeks. Come- 
dones were absent in this group. 

In the secondary group, the pustular, nodular and 
cystic lesions of acne were aggravated, in most cases 
within one to three weeks after the patients began 
taking cobalt. 

From Department of Dermatology, University of Southern California 


School of Medicine (Sidell) . 
Submitted June 13, 1957. 
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@ Clinical observations in 60 cases of folliculitis 
or pronounced activation of acne in patients tak- 
ing cobalt led to conclusion that the development 
or aggravation of the dermal lesions were owing 
to ingestion of the metal. The dermal manifesta- 
tions abated when use of cobalt was discon- 
tinued. Active acne is considered a contraindica- 
tion to the use of vitamin-iron-mineral supple- 
ments containing cobalt. 

Short courses of antibiotics in addition to reg- 
ular acne regimen helped shorten the course of 
the eruption. 


After it was determined that folliculitis and ag- 
gravation of acne were ascribable to ingestion of 
cobalt, a group of patients with acne were given a 
cobalt-iron preparation by mouth. In all cases in- 
creased pustular activity developed within one to 
two weeks. Several patients without acne were also 
given a cobalt-iron combination and pustular lesions 
developed in two to four weeks in them also. 

In addition, a number of patients with acne were 
given a weekly injection of vitamin B,, (cyanoco- 
balamin), while a control group received injections 
of another vitamin without cobalt. Over 50 per cent 
of the group receiving vitamin B,, noticed a definite 
increase in pustular activity of acne three to four 
days after the injection. There was no similar acti- 
vation in the control group. 


BIOPSY 


Biopsy of a typical lesion of the type occurring in 
previously normal skin showed a superficial abscess 
in the epidermis and upper corium with predomin- 
ance of polymorphonuclear neutrophils (Figure 1). 
Follicular plugging was not seen. 


THERAPY 


In the primary group, the lesions tended to clear 
spontaneously after the elimination of cobalt. Dis- 
appearance of the folliculitis usually occurred gradu- 
ally in four to six weeks. The rate of improvement 
appeared to be related to the severity of the eruption 
and the amount of cobalt ingested. The period of 
involvement could be greatly shortened by the use 
of antibiotics of the tetracycline group and erythro- 
mycin group. 

In the secondary group, aggravation of the acne- 
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Figure 1.—Biopsy specimen of lesion occurring in pre- 
viously normal skin. Note superficial abscess in epidermis 
and upper corium (100). 


form eruption was more persistent but again was 
shortened by the use of antibiotics in addition to 
routine acne therapy. ; 


COMMENT 


Investigative work, primarily by Faguet, at the 
Pasteur Institute,’ has given a plausible explanation 
for the development of folliculitis in patients receiv- 
ing cobalt. Faguet noted that the addition of small 
quantities of cobalt chloride increased the growth 
and multiplication of staphylococcus aureus in cul- 
tures. It is significant that these same studies, as 
well as others by different investigators, indicated 
that when penicillin, streptomycin or bacitracin were 
added to such cultures of staphylococcal aureus con- 
taining cobalt, the inhibitory effect of the antibiotic 
was enhanced®:*:!! two to ten times. This probably 
is due to the fact that these antibiotics act on the 
bacteria during their dividing stage. No benefit was 
noted in similar cultures combined with oxytetracy- 
cline, chlortetracycline, chloramphenicol or poly- 
myxin. 


Since cobalt is tightly bound to the cyano group 
in cyanocobalamin, the mechanism of its action in 
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aggravating folliculitis cannot be explained on the 
basis of the experimental work cited. Further inves- 
tigation will be necessary to explain the increase in 
activity of acne in patients receiving vitamin B,, 
preparations. 

In addition to the 60 documented cases in this 
report, an increasing number of cases have recently 
been observed. In view of this, an examination of 
vitamin-mineral combinations and hematinics avail- 
able in our pharmacy was made. Forty-four prepara- 
tions for oral use containing cobalt were found to be 
stocked and in common usage. These contained from 
0.033 mg. to 3.7 mg. per capsule. Preparations con- 
taining the larger amounts of cobalt produced the 
most severe reaction. 

4835 Van Nuys Boulevard, Van Nuys ( Erickson) . 
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THIs presentation describes the treatment program 
of a state psychiatric clinic for the outpatient psy- 
chotherapy of adult male criminal offenders after 
their release from prison. The clinic’s patients are 
coerced into attending by the fear that their freedom 
will be taken from them by return to prison if they 
do not. 


Psychotherapy in such circumstances poses a 
number of questions. As a purely practical matter, 
will these patients keep their appointments—will 
they be physically present for the psychotherapeu- 
tic relationship? In this coercive atmosphere, will 
the psychotherapeutic process produce enough 
change to be worthy of the name, or will treatment 
be merely simulated, a going through the motions? 
Is the psychotherapist morally justified in attempt- 
ing to force changes in the mind upon these un- 
willing nonpsychotic persons, or is this a violation 
by the state of basic human rights—a kind of brain- 
washing? Is the expenditure of public funds for a 
psychiatric clinic of “captive” patients appropriate 
while mental hygiene clinics, due to insufficient 
funds, have long waiting lists of persons anxious 
to be patients? 


BACKGROUND 


The magnitude and repetitive nature of criminal 
behavior are fundamental factors in the rationale 
of the program. In the American population more 
than two and a quarter million persons annually 
commit known serious offenses.’ Four out of five 
men committed to California prisons during 1955 
have records of previous correctional confinement.! 
In this state’s prison system (organized since 1945 
into the Department of Corrections) the majority 
of recidivistic criminal offenders are viewed as not 
only socially deviant; they are also regarded as 
mentally abnormal.5 Much interest exists in the 
development of a comprehensive program to effect 
changes in the personality of the offenders, in 
addition to controlling them for the protection of 
potential victims. 


A crucial administrative consideration is the 
fact that almost all of these offenders will be re- 
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Group Psychotherapy for Criminal Offenders 


A Program for Parolees Under Social-Psychological Coercion 





ALBERT LABIN, M.D., and JOSEPH W. EATON, Ph.D., Los Angeles 






e Selected prisoners, most of them with severe 
character disorders, are permitted to serve the re- 
maining portion of their sentence on parole in 
the community on condition that they be patients 
in psychotherapy at a psychiatric clinic created 
in 1953 for this purpose. Nearly all the patients 
begin without personal motivation for such treat- 
ment. Attendance has been attained because pa- 
role officers are assigned to the task of enforc- 
ing attendance. 

Coercion can bring these reluctant patients to 
expose themselves to treatment, but staff mem- 
bers then have the task to overcome hostility, 
combat extensive rationalizations, and transform 
an initially poor rapport into patient partic- 
ipation in working through major personality 
change. 

This clinic provides an interesting laboratory 
for the development of a psychiatric treatment 
program for adults who have not responded well 
to a great variety of forms of correctional care. 





leased from prison. There are a number of factors 
which combine to bring about this situation: 


{Prolonged imprisonment, while protective of the 
community, is believed to serve no useful purpose 
for most prisoners. It is generally regarded as trau- 
matic for a human being to be so restricted in 
freedom, emotionally isolated from the family, and 
sexually deprived. Certain offenders who will not 
commit further offenses after release cannot be 
distinguished at high levels of predictive confidence 
from the potential recidivists. And it is expensive 
to keep offenders in institutions continuously and 
indefinitely. An enlightened society prefers not to 
lock people up forever. 


The indeterminate sentence, functioning in Cali- 
fornia since 1917, provides for release on the prin- 
ciple of fitting the sentence to the personality of 
the criminal, not only to his crime. Nearly all 
offenders are committed under this law to the De- 
partment of Corrections for an indeterminate 
period, such as one year to life. A determinate 
sentence is set later by a board, the Adult Authority. 
This board has been described as making decisions 
both on the basis of its judicial powers, consider- 
ing the seriousness of the offense, and also on 
clinical considerations, evaluating past psychologi- 
cal development and current personality function- 
ing.” 
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{Parole facilitates release of prisoners. Supervi- 
sion of offenders after release from prison is an 
instrument for the protection of the community 
by intervention whenever the offender is recog- 
nized to be regressing antisocially, and for assist- 
ance to the offender in his transition from con- 
trolled institutional living to freedom in society. 


All of this means that most prisoners, including 
the many who have committed aggressive antisocial 
depredations upon the person and property of vic- 
tims, will return into the community after several 
years of institutionalization. In the light of statistics 
on recidivism, these persons are sufficiently danger- 
ous that the public has no choice but to act de- 
cisively if it is to have any reasonably safe program 
other than lifetime imprisonment. 

The Department of Corrections and the public 
look to psychiatry, with its body of knowledge of 
character development and motivations for be- 
havior and its psychotherapeutic skill, to join with 
correctional personnel in the development of a 
program of necessary action. If psychiatry as a 
profession does not meet these expectations, Cali- 
fornia’s correctional program will not resign its 
efforts to develop a program aimed at personality 
change; it will be limited to the methods of allied 
fields. 


THE EMERGENCE OF AN OUTPATIENT CLINIC 


In July of 1950 the Department of Corrections | 


created a hospital for its prison system, the Cali- 
fornia Medical Facility (cmF). Psychiatrists were 
appointed to the positions of Superintendent and 
Clinical Director and were provided with a psychi- 
atric team consisting o**Social workers, clinical 
psychologists and psychiatrists, including the sen- 
ior author. Within a short time, the Clinical 
Director had organized most of the inmate popu- 
lation into therapy groups.®** Currently, 11 thera- 
pists treat the majority of the inmates of the 
Medical Facility, about 1,100 men, in psychother- 
apy groups throughout their institutional stay. 
Most groups range from six to twelve members 
and meet twice weekly.+ 

Psychiatric personnel in mental hygiene clinics 


*The consultant psychoanalyst has reported upon clinical aspects of 
this program.’ 

+At present about 10 per cent of the sgpeonienteaty 16,000 persons 
coahant in prisons in California are transferred to the Medical Facility 
and receive psychiatric treatment there. Several of the state prisons 
have psychiatric staffs engaged in treatment. Efforts at achieving per- 
sonality changes are not confined, of course, to psychotherapy. & 
todial and other correctional personnel are endeavoring, for example, 
to establish relationships with criminal offenders in small group set- 
tings in an introspective atmosphere. In 1954 the Deputy Director of 
the Department of Corrections personally initiated this group counsel- 
ing program at the Folsom State Prison, and subsequently at other 
prisons throughout the State.* Sometimes the counselors obtain consul- 
tation from members of the psychiatric team. More than 7,000 crim- 
inal offenders, approximately half of all persons confined in California 
risons, are currently members of these weekly counseling groups. 
ess intensive group meeting program is also being developed by parole 
officers for men after release from prison. 
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and in private medical practice have tried to treat 
criminal offenders after their release from prison. 
There have been many unsatisfactory experiences 
with this group of patients during the periods these 
offenders are in the community. Most psychiatrists 
avoid accepting such persons for psychotherapy, or 
limit themselves to a few for training or research 
purposes. 


Among the factors which have combined to bring 
about this rejection are absenteeism of these patients 
from scheduled appointments and the unrewarding 
nature of the treatment experience for both the pa- 
tient and the therapist. In his usual practice a ther- 
apist derives satisfaction from helping the patient 
master immaturity and irrationality, and obtains 
gratifications from close relationship with stimulat- 
ing personalities. But psychotherapeutic work with 
prisoners on parole is largely barren of these psychic 
compensations. It is often uneconomic for the clini- 
cian, in time, in energies and in fees collected, to 
treat such patients over a long term. Many patients 
repeatedly neglect to appear for appointments, and 
the time then is eventually offered to numerous 
psychoneurotic and psychotic patients more desirous 
of help who are waiting to take the place of the 
absent, inadequately motivated parolees. The net 
result is that, for all practical purposes, psychiatric 
facilities of the community do not treat parolees. 

Creation of a state psychiatric clinic for paroled 
criminal offenders provides, in the community, a 
program analogous to the California Medical Fa- 
cility’s treatment program for offenders during their 
imprisonment. The clinic’s present staff consists of a 
psychiatrist (the senior author) * and three clinical 
psychologists. A psychoanalyst consults biweekly. 


THE TREATMENT PROGRAM 


The patient is virtually forced to keep appoint- 
ments at the clinic: The Adult Authority permits the 
prisoner to serve the remainder of his sentence in 
the community only on condition that he participate 
in psychotherapy at the clinic. Parole officers are 
assigned the task of enforcing attendance and they 
use the implicit or explicit threat of return to prison. 
Within this legal-administrative structure, the psy- 
chotherapists endeavor to develop a treatment situ- 
ation. The Adult Authority facilitates this effort by 
providing for protection of the confidential nature 
of the patient-therapist relationship. When problems 
arise concerning the privacy of information given by 
the patient in the clinic, the final decision as to 
whether it can be made available to any other agency 
or person is vested in the psychiatrist. The Depart- 
ment of Corrections thus has provided psychiatry a 


198 as resigned from the Department of Correction, November 1, 
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genuine opportunity to perform this clinical experi- 
ment in keeping with its professional standards, 

During the four years of the clinic’s existence, 
over a thousand men have been referred and eval- 
uated; one third of this number have been accepted 
as patients and treated. Almost 90 per cent of the 
patients are diagnosed as having personality dis- 
orders. About 10 per cent are diagnosed as psychotic 
and as having brain damage. Psychoneurotic per- 
sons, who are most amenable to psychotherapy and 
who constitute the bulk of patients generally selected 
for psychiatric treatment in outpatient settings, com- 
prise 2 per cent of the patient load. Irrespective of 
diagnostic categories, the degree of impairment is 
diagnosed as severe in 90 per cent of all patients. 

At present there are 160 patients being treated in 
24 psychotherapy groups averaging seven members 
per group. Group sessions are 60 to 90 minutes in 
duration and they are held once or twice weekly. 
A few patients are treated in individual psychother- 
apy in addition to group psychotherapy; and a few 
receive individual therapy only, either because they 
are too disturbed to be treated in an outpatient 
group setting or there is no appropriate group for 
their psychiatric needs. 


THE PROCESS OF PSYCHOTHERAPY 


Patients at this clinic are, for all practical pur- 
poses, unmotivated for psychotherapy. It is the 
staff’s experience that virtually all the patients enter 
into an initial prolonged negative transference situ- 
ation. Resistances are pronounced, hostilities ag- 
gressively displayed, rapport poor. Verbalization is 
devoted to everyday trivia; there is virtually no in- 
trospection nor association of early biographical 
events. Denial, projection and a wide variety of ra- 
tionalizations are extensively employed." 


Usually for a long time the therapist reports he 
can do little more than repetitively offer the simplest 
of interpretations and reflect back patient hostilities. 
Questions are frequently asked of the therapist in 
apparent receptive passivity. Yet, whenever the ther- 
apist complies even minimally, reactions are typi- 
cally resentful. Often, it is as if the patient’s passiv- 
ity becomes replaced by his aggressive strivings for 
independence. Until the patient reaches the point of 
actively trying to help himself, with the therapist’s 
and the group’s assistance, interpretations seem to 
fail to reach him emotionally. They appear to be 

*The experiences at the clinic closely parallel Redl’s.*¢ The staff has 
encountered a large number of stereotyped rationalizations and other 
defenses frequently verbatim of those reported. As it has been put so 
well: “‘{delinquent} behavior is not harder to read than that of a neu- 
rotic; it is only more difficult to bear.” Among the numerous defenses 
described by Redl are: ‘‘expertness in manipulation,”’ ‘‘organized defa- 
mation,” and “friend without influence,’’ designating the latter as one 


of the most difficult problerns that exist in the training of teachers, 
group leaders and personnel in correctional supervision. 
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warded off effectively by resistances. Progress in 
basic personality change is very slow. Then, as ther- 
apy has its impact over the long term, anxiety and 
limited motivation develop. Positive transference 
features appear. There is a late appearance of ob- 
serving ego and of the patient’s recognition and 
eventual acknowledgment of some of his own role in 
his problems. His verbalizations become less exclu- 
sively projections, rationalizations and trivia. He 
becomes introspective and gradually reveals bio- 
graphical material. 


Thus a relationship begun under coercion usually 
becomes somewhat therapeutic. However in almost 
all cases there is doubt about the extent of the per- 
sonality changes. The clinic has now been in exist- 
ence long enough to make possible a statistical 
analysis of recorded data on recidivism of its pa- 
tients. But even without such a study, the job of 
treating such severe character disorders so late is 
often looked upon by the staff as more than can be 
met by the capacity of the clinic’s present program. 
There is too much case by case evidence that many 
of the patients fail to acquire the inner controls they 
need to protect society and themselves from the risk 
of breakthrough of their aggressive and immature 
impulses in antisocial directions. Even when psycho- 
logical changes occur, they are often too limited to 
result in changes in ways of life sufficient to reduce 
the probability of antisocial reaction to the same 
kinds of environmental pressures which were asso- 
ciated with previous criminal behavior. 


Most of the patients at the clinic do much search- 
ing for an acceptable excuse in their efforts to evade 
clinic appointments. They try to manipulate their 
parole officers and their therapists to function at 
cross purposes. Many denounce the clinic and parole 
office personnel to one another. Frequently they 
attempt to form a “friend without influence” rela- 
tionship both with parole officers and therapists. 


In the interaction of psychotherapists and parole 
officers, both working with the same prisoners, a 
paradoxical role reversal exists: Parole officers have 
often been stereotyped as punitive, psychotherapists 
as permissive, supportive, and understanding. Actu- 
ally we find that the criminal offender experiences 
these roles as exchanged. The parole officer is a 
“practical” friend. He assists in location of jobs, in 
finding places to live and in provision of meal tickets 
and lodging tickets when the parolee is unemployed. 
The parole officer, influenced by a social work phil- 
osophy, endeavors to establish, maintain and nurture 
rapport. In this effort, many parole officers tend to 


+The presumption that insufficient success in treatment of these pa- 


tients may be because ‘‘too little is given too late’’ is quite common 
with regard to mental health services which usually have fewer re- 
sources than is deemed desirable by the persons responsible for their 
administration. 
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be accepting, understanding, supportive and giving, 
within the limits of the supervisory framework. 


Upon the context of this ideology a psychiatric 
clinic is superimposed. The parole officer has a ther- 
apeutically subsidiary status insofar as he is assigned 
the task of enforcing parolee attendance. This places 
the parole officer in a position in which he is ex- 
pected to exert pressure to overcome what the clinic 
staff regards as patient resistance to attendance at 
the therapy session, even when resistance is realis- 
tically grounded on the excuse that attending inter- 
feres with employment opportunities. Whenever the 
parole officer functions in this enforcement role, the 
rapport for which he has worked is jeopardized. 
Parolees may react by regression in attitude and 
behavior toward the officer. This may create doubt 
in the thinking of the officer about the value of the 
clinic. Its services sometimes create a problem for 
a parolee who has a good job and who gets along 
without violating any other condition of parole ex- 
cept clinic attendance. The officer may Come to view 
the psychotherapist as an authority figure. The pa- 
tient may reinforce this idea out of resentment to- 
ward the psychotherapist, who believes that he must 
be unyielding about attendance at the clinic if psy- 
chotherapy is to take place. 


This program raises many questions. Is the un- 
derlying psychiatric theory valid? Is it operationally 
useful to view most offenders as psychologically 


ill? If so, is psychotherapy really the method of 
choice for all the patients accepted by the clinic? 
Even if this is the case, what kind of coercive 
methods are appropriate? And are there certain 
offenders who require, in addition, environmental 
care and control not currently provided by parole 
supervision.” 


There also is the problem of the psychic conse- 
quences for patients when they are required to be in 
group psychotherapy without adequate inner mo- 
tivation. Are some precipitated into psychotic states 
or into defensive acting out by committing new 
crimes, thus removing themselves from further ego- 
disturbing pressures of treatment? Do some protect 
themselves from the psychotherapeutic process 
through shammed acquiescence? Perhaps those who 
do “protect” themselves in this way are the very 
ones who attend regularly, are compliant and praise 
the program—qualities that are viewed favorably by 
administration. On the other hand, the compliant 
patients may expect the therapist to “reward” them 
with not threatening their psychological defenses. 
In other words, are there patients who will comply 


*The question of what might be done to improve the effectiveness 
of this program is beyond the scope of this paper; it involves a com- 
parative assessment of a great variety of ideas in which different people 
in the field have confidence. The ideas include more intensive and 
longer term psychotherapy, release through a “‘half-way house,’’ more 
social case work, and more intensive parole supervision. 


VOL. 88, NO. 1 +> JANUARY 1958 


with the requirement that they attend group therapy 
sessions in return for not becoming emotionally 
involved in the process? Discussion of these topics 
awaits further study. 

In summing up, it may be well to recall the theo- 
retical issues raised at the beginning of this paper 
to see how they can be viewed in terms of the data 
presented, 


Through coercion, the actual physical presence 
of the patient in group psychotherapy sessions at the 
clinic has been obtained about 90 per cent of the 
time. In the first three years of the program absen- 
teeism from scheduled psychotherapy sessions was 
about 25 per cent, but during the last year this has 
been reduced to 10 per cent through the develop- 
ment of improved enforcement procedures by field 
parole services. But attendance is only a means to 
the therapeutic goal; it is no guarantee of attainment 
of the goal. 


Is forcing psychotherapy upon nonpsychotic pa- 
tients in the community morally justified? This 
question arises from the human right to be what one 
wishes to be, and the measuring of this right against 
the rights for protection of the other persons who 
compose society.!° The clinic, of course, is not the 
only treatment program under compulsion. An en- 
tire branch of psychiatry—the care of psychotic 
patients in hospitals—operates in part on this prin- 
ciple. The same is true of allied fields, such as social 


‘casework in authoritative settings.? Does the clinic’s 


program really reflect a different theory? In view 
of past offenses and probability of recidivism, these 
criminal offenders, if left untreated, remain a social 
menace. What about their potential victims, the per- 
sons they might rob, murder or otherwise injure? 
The failure to treat would be an even more serious 
ethical problem. 


Finally, the question need be faced, how effective 
with this population is group psychotherapy under 
coercion? No definitive answer can be given to this 
evaluative question at this stage of development. 
The program is quite new. Many administrative and 
personnel matters have to be resolved and proce- 
dures effected before one can assume that treatment 
is being given under the conditions which would 
constitute a fair test of the psychoanalytically ori- 
ented method with the personalities these criminal 
offenders have. 


The clinic must be viewed first and foremost as a 
laboratory, where the State of California is provid- 
ing psychiatry with an opportunity to demonstrate 
what it can contribute to parole. In the day-to-day 
process of work, the staff has many discouraging 
experiences which only occasionally are balanced by 
the kind of gratifications psychotherapists work for. 
But there is much satisfaction in the realization that 
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once the present program can be perfected and sub- 
jected to an evaluative research, it promises to add 
to psychiatry’s capacity to be of service. 

4070 Buckingham Road, Los Angeles 8 (Labin). 
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Ectopic Pregnancy 


Early Diagnosis, Clinical Errors and Conservative Operation 


Two APHORISMS are associated with ectopic preg- 
nancy. It is said that it is the most frequently missed 
diagnosis in the domain of gynecology. It is also 
said that an experienced gynecologist can expect a 
lifetime average of 40 per cent errors in the diag- 
nosis of the condition. Sometimes he will operate 
and find no ectopic fetus and again he will send the 
patient home only to have rupture occur a few days 
later. So we face once more the perennial problem 
of medicine—earlier diagnosis. 


TYPE OF STUDY 


The clinical study of a series of cases may be con- 
ducted in two ways. One method is to assemble the 
largest possible number of cases from some enor- 
mous source—for example, the Philadelphia General 
Hospital or the Los Angeles County General Hospi- 
tal. Analysis of these big series is impressive by 
sheer weight of numbers but we should recognize 
that such a study of many patients treated by many 
men of varying degrees of skill and experience only 
tells us what results the patient, or the institution, 
may expect on the average. A brilliant diagnosis is 
obscured and a misdiagnosis is hidden in the an- 
onymity of averages. We have no idea of what any 
single physician accomplishes. The second kind of 
case study is an intensive analysis of a small series 
of patients treated by one physician or by a very few 
physicians. 

If physicians and diseases are opponents—as in 
fact they are—then massive statistics represent a 
score between teams while data on the small series 
constitute a’ round-by-round score in an individual 
contest. 


SCOPE OF STUDY 


The present study includes all private patients 
upon whom I made a diagnosis of ectopic pregnancy 
(whether correctly or incorrectly) and also all pa- 
tients with ectopic pregnancy, later proved, that I 
failed to recognize. The analysis has been made 
with scrupulous care but it probably does not include 
~ From. the Department of Obstetrics and Gynecology, Stanford Uni- 


versity School of Medicine, and St. Luke’s Hospital, San Francisco. 
Secretarial work was provided by the Schlesinger Fund. 


Presented before the Section on Obstetrics and Gynecology at the 
86th Annual Session of the California Medical Association, Los An- 
geles, April 28 to May 1, 1957. 
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PENDLETON TOMPKINS, M.D., San Francisco 


e This report of eight years’ experience with ex- 
trauterine pregnancy by a single gynecologist is 
an exposition of how the diagnosis was made or 
why it was missed. 

Of 26 diagnoses of ectopic pregnancy, five 
were false (20 per cent) ; and in three cases (10 
per cent) the diagnosis was not made promptly 
—a total error of 30 per cent. 

Ectopic pregnancy will be discovered earlier if 
obstetric patients are always examined shortly 
after missing the first menstrua! period. 

A palpable adnexal mass was present in 19 ef 
21 ectopic pregnancies (90 per cent). A mass 
was palpable in only one of five cases errone- 
ously diagnosed as ectopic pregnancy (20 per 
cent). 

Decidual casts were passed by four patients, 
two of whom did not have ectopic pregnancy. 

If two gynecologists do not agree on the ques- 
tion of extrauterine pregnancy, a third opinion 
should be sought or culdoscopy employed. 

Enucleation of the conceptus and salvage of 
the oviduct is advocated. 


every case because some patients must have had 
tubal pregnancies ending in absorption or small 
tubal abortions producing minor symptoms which 
were attributed to “early miscarriage.” I think there 
are such cases in every obstetric office; if so, a study 
of “all ectopic pregnancies” is actually a study of 
“all diagnoses of ectopic pregnancy.” A small dif- 
ference perhaps, but one of philosophic interest. The 
true incidence of ectopic pregnancy may be greater 
than we think or will ever know. 

In the eight years just passed 26 patients had diag- 
nosis of ectopic pregnancy. Table 1 shows who saw 
the patient first and who first made the diagnosis. 
The table can be abbreviated thus: 


5 cases of ruptured ectopic pregnancy (all mis- 
diagnosed in one sense or another) 
4 cases of tubal abortion 
12 cases of unruptured tubal pregnancy 
5 cases of erroneous diagnosis of ectopic preg- 
nancy 


26 laparotomies for ectopic pregnancy 


PRESENTATION OF DATA 


These data might be interpreted to mean that 
while a policy of bold diagnosis and early lapa- 
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rotomy resulted in treatment before rupture could 
occur in 12 cases, the penalty was five unnecessary 
(a kinder word would be nonessential) operations. 
Five misdiagnoses in 26 cases (20 per cent error) 
seems high but I suspect that the proportion of error 
is just as high in operations for appendicitis, a much 
simpler disease to diagnose. In either case, ectopic 
pregnancy or appendicitis, I should prefer to operate 
and be wrong than not to operate and be wrong. 
Simple laparotomy is not very risky but rupture of 
an ectopic pregnancy or rupture of an appendix can 
kill. Later we shall consider the five erroneous op- 
erations from another point of view. 


Factors Contributing to Early Diagnosis 


Most helpful in making an early diagnosis are: 

1. A high index of suspicion, specifically, asking 
oneself early in every case of pregnancy, “Is this 
certainly an intrauterine pregnancy?” 

2. Seeing patients soon after the menstrual period 
is missed. An early examination may reveal an 
adnexal mass; if it does not, there is a written record 
that there is no mass and any subsequent enlarge- 
ment is easily recognized. In some offices, and in 
some stations of the Armed Services, it is customary 
not to see patients until they have missed two peri- 
ods. Such a policy means that the physician has 
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almost no chance to detect ectopic pregnancy before 
it causes symptoms or is ruptured. 


3. Inquiring about and paying close attention to 
any change in the character of the last smenses, 
whether short, long, profuse, scant, interrupted, light 
or dark in color. The most significant single sign of 
tubal pregnancy is dark bleeding described as brown, 
chocolate colored, coffee colored, sooty, black or 
tarry. Such a report in the reproductive years means 
ectopic pregnancy until proved otherwise. Dark 
bleeding may be due to cervical stenosis but this is 
easily diagnosed. 


4. Looking for an adnexal mass in every patient 
who has had a “peculiar” period or who has missed 
a period. 

5. Pain from tubal pregnancy does not seem to 
radiate down the inner thigh as often as pain re- 
ferred from the ovary. Intermittent but tolerable 
adnexal pain suggests a tubal abortion. If there has 
been no shoulder pain it can sometimes be evoked 
by placing the patient in the knee-chest position. 


Importance of a Palpable Adnexal Mass 


The palpable characteristics of a tubal pregnancy 
are difficult to describe. An unruptured tubal preg- 
nancy feels to me like an unshelled peanut. It is 


TABLE 1.—DATA ON 26 DIAGNOSE 


1949 
1950 
1950 
1951 
1952 


1952 
1953 
1953 
1953 
1953 


1953 
1954 
1954 
1954 
15(5)7 1955 


16 1955 
17(7)7 1955 
18 1955 
19 1955 
20(14) + 1955 


1955 
1956 
1957 
1957 
1957 
1957 


COND! Thrwone 


Year First Physician 


Author* 
Author* 
Author (phone) 
Author 
Internist* 


Thoracic surgeon (phone) 
Author* 

Author* 

Gynecologist* 

Author* 


Author 

General practitioner 
General practitioner 
Author* 

Author 


Author* 
Author* 
Author 
Gynecologist 
Author* 


Author* 

Internist 

Internist* 

First general practitioner 
Author 

General practitioner 


Opinion 


Ectopic 
Ectopic 
Appendicitis 
Ectopic 
Ectopic 


Pleuritis 
Ectopic 
Ectopic 
Ectopic 
Ectopic 


Corpus luteum hemorrhage 
Not known 

Not known 

Ectopic 

Incomplete abortion 


Ectopic 
Ectopic 
Ectopic 
Abortion 
Ectopic 


Ectopic 

Not known 

Ectopic 

Cervicitis 

Ectopic 

“Unusual” pregnancy 


Second Physician 


First gynecologist consultant 
Resident gynecologist 
Internist 

Pathologist 

Author 


Gynecologist consultant 


Internist 
Author* 


Author 4 days later 


Gynecologist consultant 
Gynecologist consultant 
Pathologist 


Pathologist 

Author* 

Author 

Second general practitioner* 
Gynecologist consultant 
Author 


+Four patients appear twice in the table. The number in parentheses is the number of the case upon first appearance. 
*Physician who first made correct diagnosis. 


A diagnosis of ectopic pregnancy was made 26 times, five times erroneously. Four patients had two ectopic pregnancies. 
The table shows the order in which various physicians saw patients (general practitioner, internist, general surgeon, thoracic 
surgeon, resident gynecologist in the hospital, gynecologist consultant at author’s request; and in three cases the pathologist 


CALIFORNIA MEDICINE 





more exquisitely tender than any mass of similar 
size; twisted ovarian cysts are usually larger and 
a pyosalpinx has a more diffuse area of tenderness. 
In 19 of 21 cases of proven tubal pregnancy (12 
unruptured, 4 tubal abortions, 3 ruptured) an ab- 
normal adnexal mass was identified (90 per cent). 
In one case among five in which erroneous diagnosis 
of ectopic pregnancy was made, there was a palpable 
adnexal mass (20 per cent). In the future I intend 
to be chary of making a diagnosis of ectopic preg- 
nancy when no abnormality can be felt. However, 
two patients (Table 1, Case 15 and Case 26) were 
not operated upon because no abnormality was pal- 
pable and both later had tubal rupture. 


Consultations 


As the general level of medical skill rises, the work 
of consultants is more and more difficult. Seldom is 
a consultant asked to see a patient who obviously or 
even probably has an ectopic pregnancy, but he is 
asked for an opinion on a patient who just might 
have an extrauterine fetus. In such cases, while the 
gynecologist is personally responsible for his deci- 
sions, he must, when in doubt, defer to the opinion 
of a colleague. To be specific, on one occasion (Case 
11 in Table 1) I estimated the chance of ectopic 


OF EXTRAUTERINE PREGNANCY 


pregnancy at 45 per cent, a colleague at 60 per cent. 
We operated: No extrauterine fetus. On another oc- 
casion (Case 10) I estimated the chance of ectopic 
pregnancy at 55 per cent, a colleague at 30 per cent. 
We did not operate at the time but three months later 
removed a large desiccated tubal mass that was 
proved histologically to be an old fetus. I cite these 
cases not as victories but as defeats; the original 
diagnosis was right but the decision on operation 
was wrong. These wrong decisions might have been 
avoided if we had had a third consultant, and in the 
future if there is not complete agreement between 
two, I intend to secure a third opinion. After all, 
an extra consultation is far cheaper than a faulty de- 
cision. This is the place to say that I believe it will 
benefit the patient, the doctor, the hospital and the 
community if surgical consultations are made as in- 
expensive as possible. 

On six occasions after making a diagnosis of 
ectopic pregnancy, I requested gynecologic consul- 
tation—twice in one case (Cases, 1, 10, 16, 17, 25, 
Table 1). Two consultants diagnosed ectopic preg- 
nancy and were proved correct; three diagnosed “no 
ectopic pregnancy” and were eventually proved 
wrong. One diagnosed intrauterine pregnancy ; oper- 
ation showed bilateral pyosalpinges, no pregnancy. 





Opinion Third Physician 
Not ectopic 
Not ectopic 
Gallbladder 
Decidual cast 


Second gynecologist consultant 
Gynecologist chief 
Surgeon 


Ectopic 


Opinion 


Not ectopic 
Ectopic 
Perforated ulcer 





Diagnosis at Laparotomy 


2 
c 





Tubal abortion 
Ruptured ectopic 
Ruptured ectopic 

No gynecologic disease 
Ectopic unruptured 





Ectopic 


Ectopic 
Not ectopic 


Ruptured ectopic 
Tubal abortion 
Ectopic unruptured 
Tubal abortion 
Ectopic unruptured 


CONA! VUbhwne 





Ectopic 
Ectopic 
Ectopic 


Ruptured ectopic 


Myoma uteri 
Ectopic unruptured 
Ectopic unruptured 
Ectopic unruptured 
Ruptured ectopic 





Ectopic 
Ectopic 
Decidual cast 
Ectopic 





Decidual cast 
Ectopic 

Ovarian cyst 
Ectopic 

Normal pregnancy 


Normal pregnancy Same general practitioner* 


Ectopic 


Ectopic 


Ectopic unruptured 
No gynecologic disease 
No gynecologic disease 
Ectopic unruptured 
Ectopic unruptured 


Ectopic unruptured 

Ectopic unruptured 

Tubal abortion and 10 cm. ovarian cyst 

Ectopic unruptured 

Pyosalpinges 

Ruptured ectopic with abdominal pregnancy 26 


who reported a decidual cast before operation was considered a consultant). The opinions of these physicians are set forth. A 
tubal pregnancy was termed unruptured if there was no rupture, break, split, perforation or loss of continuity of the external 
surface of the oviduct. Finding blood in the peritoneal cavity was not in itself considered evidence of rupture. All diagnoses of 


ectopic pregnancy were confirmed by microscopic examination. Only the patients in Cases 2 and 3 were not operated upon by 
the author, 
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Final score for consultants: Correct in one-third of 
the cases. The role of gynecologic consultant to a 
gynecologist is not a happy one. 


Special Tests 

Mention must be made of laboratory methods and 
special procedures to aid diagnosis. 

For three reasons pregnancy tests were seldom 
made. (1) Often the clinical signs or severe pain 
made operation imperative and what a pregnancy 
test would have showed was of no consequence. (2) 
Pregnancy tests (A-Z, Frog, Friedman) are said 
to be unreliable in ectopic pregnancy, and they have 
mislead me on several occasions. (3) My most diffi- 
cult problem has been to decide whether the preg- 
nancy was intrauterine or extrauterine; a pregnancy 
test does not help. 

Decidual casts were formerly considered pathog- 
nomonic of extrauterine pregnancy. Of four patients 
who passed triangular decidual casts (hystologically 
substantiated), two had ectopic pregnancy (Cases 1 
and 21, Table 1), and two did not (Cases 4 and 18). 

Blood cell counts were not helpful. Most patients 
had 12 to 14 thousand leukocytes per cu. mm. 
Pyelitis? Appendicitis? Salpingitis? Early uterine 
abortion? Two patients who had a large amount of 
free blood in the abdomen were reported to have 
11 gm. of hemoglobin per 100 cc. of blood and more 
than 4 million erythrocytes per cu. mm. 

In one extraordinary case (Case 15, Table 1) in 
which there was massive hemorrhage and deep 
shock, 4 plus glycosuria was reported and the blood 
sugar content was 230 mg. per 100 cc. No dextrose 
had been administered. The patient was known to be 
nondiabetic and the result of a postoperative glucose 
tolerance test was within normal limits. Evidently 
mobilization of glucose was part of the shock re- 
action. 

Cul-de-sac puncture was employed once (Case 
15). No blood was aspirated. Three days later the 
patient was readmitted in shock with tubal rupture. 

Culdoscopy was not employed in this series. In 
the future I intend to use it in questionable cases if 
no adnexal mass is felt. 


Summaries of Cases of Ruptured 
Tubal Pregnancies (Table 1) 


Case 2. A diagnosis of unruptured ectopic preg- 
nancy was made in the office. Unable to afford hos- 
pital care, the patient was referred to a free clinic 
and the gynecologic resident on duty was apprised 
of the diagnosis. The patient was examined by him 
the same day and was sent home. She was readmitted 
six days later with ruptured ectopic pregnancy. 
Missed diagnosis. 


Case 3. The patient telephoned to report indiges- 
tion and nausea. She was 20 miles away, and as I 
thought of appendicitis I advised consultation with 
a surgeon. She at once saw an internist next door 
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Hemostars on 
tubal artery 


Tubal arteries 
ligated— 


Conceptus evacuatea 
with handle of scapel 


“ Operation completed 
except for closure 
of laparotomy 


Figure 1.—Method of dealing with ectopic pregnancy in 
the proximal half of the tube. If bleeding is profuse the 
tubo-ovarian artery can be clamped and ligated without 
trauma to the oviduct. No attempt is made to repair the 
tube. (Reproduced by courtesy of Fertility and Sterility, 
Paul B. Hoeber, Inc. Publishers, New York.) 


Hemostasis with 
Bovie or fine 
sutures 


Wo attempt is made 
Opening tube with SCARE eraen, ae 


Scissors 


Figure 2.—Method of dealing with ectopic pregnancy in 
the distal half of the oviduct. The split tube is not closed. 
(Reproduced by courtesy of Fertility and Sterility, Paul 
B. Hoeber, Inc. Publishers, New York.) 
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Before ectopic pregnancies 


After ectopic pregnancies 


Figure 3.—Both sets of salpingograms (both of one patient—Cases 14 and 20, Table 1), one taken before and the 
other after tubal conception on both sides, show normal distribution of Ethiodol in the pelvis 24 hours after injection. 
In this extraordinary but not unique case, the oviducts were patent in February 1953. The patient had a baby at full 
term in November, 1953, a left tubal pregnancy in November, 1954, and a right tubal pregnancy in September, 1955. 
After bilateral ectopic pregnancies the films show patent tubes in February, 1956, and the patient had another baby at 


term in December, 1956. 


who thought she had biliary colic. A surgeon saw 
the patient promptly and thousht a peptic ulcer had 
perforated. The final diagnosis: Ruptured ectopic 
pregnancy with massive hemorrhage. Error: Not 
seeing the patient. 


Case 6. The patient had had lobectomy for bron- 
chiectasis. She telephoned the thoracic surgeon be- 
cause of severe shoulder pain. He advised empirin 
and codeine. Final diagnosis: Ruptured ectopic 
pregnancy with massive hemorrhage. Error: Not 
seeing the patient. 


Case 15. I had operated on the patient for an un- 
ruptured right tubal pregnancy in June, 1952 (Case 
5). She was readmitted to the hospital January 10, 
1955, with a working diagnosis of ectopic pregnancy. 
The same day, under anesthesia, careful palpation 
for an adnexal mass revealed none. Dilatation and 
curettage was done and the patient was discharged 
January 11; diagnosis: Completed abortion. She 
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was readmitted January 14 in shock. The left tube 
had ruptured 3 cm. from the cornu. Error: Inability 
to identify a tubal mass by palpation. 


Case 26. The referring physician said, “There’s 
something peculiar about this pregnancy.” I thought 
the uterus was three months’ size, nothing abnormal. 
The patient was in a tense, emotional state bordering 
on the pathological. The work of unravelling a 
psychiatric problem deflected me from the task of 
taking a proper gynecologic history. Next day the 
patient was admitted to the hospital and upon ex- 
amination the same so-called uterine mass was noted. 
Not until the referring physician made a diagnosis 
of ruptured ectopic pregnancy did I realize that 
there was an organic as well as a psychic disorder. 
At operation a three months’ fetus was observed 
floating in free blood in the abdomen, and the 
placenta was attached to the top of the uterus and 
to the ileum. Error: Inadequate history. (This 
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missed diagnosis is particularly painful to report 
because it occurred after this paper had been 
written. ) 


Summary of Operations in Error 


The five cases in which laparotomy was done and 
ectopic pregnancy was not present may be summar- 
ized thus: Two patients (Cases 4 and 18) had symp- 
toms of extrauterine pregnancy and microscopically 
proven decidual casts. At that time I thought casts 
were pathognomonic. One patient (Case 17) had a 
previous tubal pregnancy and the consultant’s diag- 
nosis of ectopic pregnancy confirmed mine. One 
patient (Case 11) had a tender adnexal mass; it 
was a small pedunculated fibroid tumor. One patient 
(Case 25) with a questionable pregnancy test result 
and tender adnexal mass had pyosalpinges. 

These five errors are distressing but perhaps not 
damning. I estimate that, in the office, serious thought 
is given the possibility of an extrauterine pregnancy 
from one to five times each month, say an average 
of three times a month. In eight and one-third years 
(100 months) about 300 decisions would have been 
made between pyelitis, ureteral stone, appendicitis, 
twisted cyst, early abortion, salpingitis, corpus lu- 
teum hemorrhage and extrauterine pregnancy. Er- 
roneous diagnosis led to laparotomy five times, or 
in an estimated 2 per cent of decisions, That is not 
a bad record considering that no laparotomies dis- 
closed appendicitis, twisted cyst or corpus luteum 
hemorrhage and that only one revealed a pyosalpinx 
(incidentally, my first). Thus while the surgical 
errors were 20 per cent (5 in 26) the percentage of 
false diagnoses in office practice is estimated as very 
small indeed. This must be generally true. 


TREATMENT 


The treatment of ectopic pregnancy is, in my 
opinion, immediate operation. But the operation 
need not be salpingo-oophorectomy or even salping- 
ectomy. The conceptus can easily be enucleated from 
the oviduct. Bleeding from the tube is slight and 
easily controlled (see Figures 1 and 2). I make no 
attempt to repair the oviduct, for it will heal. Free 
blood is not removed from the pelvis; it will not 
cause adhesions. This conservative procedure has 
been carried out on 14 occasions without compli- 
cations. 

One patient (Case 14 and Case 20) who had 
consecutive contralateral ectopic pregnancies (Fig- 
ure 3) later had an intrauterine pregnancy and was 
delivered at term. One patient (Case 16 and Case 
23) had a second ectopic pregnancy in the same 
tube (she has only one tube). Admittedly this is 
discouraging but at the second operation we found 
the oviduct stretched tight over a 10 cm. ovarian 
cyst and the point of nidation appeared to be on the 
tip of one of the fimbria. One cannot help thinking 
that attenuation of the tube by the cyst contributed 
to the ectopic pregnancy. There were no postoper- 
ative complications among patients with ectopic 
pregnancy. Wound infection developed in the case 
of the patient with pyosalpinges, although pus from 
the tube was sterile. There were no deaths. 

450 Sutter Street, San Francisco 22. 
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Social Security Footnotes 


THERE IS NOT an unlimited number of ways for Social Security to expand. 
Medical care is one of the few areas not covered by “social insurance,” and the 
present framework of the Social Security Act is adequate to cover socialized 
medicine by means of a few amendments. The Disability Insurance “Trust” 
Fund could be changed into a Health Insurance “Trust” Fund by the stroke 
of a pen. Taxes could be increased. A new title could be added to the law and 
the private practice of medicine could be virtually destroyed. 

—From the Department of Public Relations, American Medical Association 
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Nerve Lesions in Industry 


Atrophy of Disuse as a Confusing Element in Diagnosis; 


The Value of Electromyography 


A. A. MARINACCI, M.D., and CARL W. RAND, M.D., Los Angeles 


IN INDUSTRIAL INJURY CASES, atrophy of disuse is 
often associated with neurogenic muscular atrophy 
resulting from a peripheral nerve lesion. When 
associated in the same extremity, these two types of 
atrophy may be confusing to a medical examiner. 


This report is concerned with atrophy of disuse 
related to traumatic lesions of peripheral nerves. 
Atrophy of disuse is often a companion to neuro- 
genic muscular atrophy that results from a periph- 
eral nerve lesion. Association of these two distinct 
types of muscular atrophy in the same extremity 
can be so misleading as to lead a clinician to believe 
that the cause is a lesion in the spinal cord, nerve 
roots, trunks or cords of the plexuses (cervical, 
brachial or lumbosacral}. Atrophy of disuse that 
occurs proximal to the neurogenic atrophy is par- 
ticularly confusing, for the continuity is difficult to 
differentiate clinically. In certain cases it is almost 
impossible to determine, by physical examination 
alone, where neurogenic atrophy ends and atrophy 
of disuse begins. With the use of electromyography, 
however, the distinction can be made. Each type of 
muscular atrophy has its own specific electromy- 
ographic characteristic which is detected in its own 
anatomical area of distribution. 


There are three general forms of muscular atrophy 
—disuse, neurogenic and myogenic.’® Atrophy of 
disuse results from a lack of voluntary use of the 
affected muscles of either an upper or lower ex- 
tremity, and is often associated with muscles of the 
shoulder and pelvic girdles. Atrophy of disuse may 
result from upper motor neuron disease such as 
monoplegia or hemiplegia due to a cerebral vascular, 
infectious or neoplastic lesion, from bone or joint 
pathology disease or from psychological block, which 
can be responsible for lack of voluntary use of 
either an upper or lower extremity or both upper 
and lower extremities, as in the case of hysterical 
paralysis. In addition, atrophy of disuse can occur 
in certain patients who have been involved, without 


From the eae. of Electromyography, Hospital of the Good 
Samaritan, the Departments of Neurology and Neurosurgery, the Uni- 
versity of Southern California School of Medicine, and the Los Angeles 
County General Hospital, Los Angeles. 


Presented before the Section on Industrial Medicine and Surgery at 
the 86th Annual Session of the California Medical Association, Los 
Angeles, April 28 to May 1, 1957. 
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e Traumatic peripheral nerve lesions character- 
istically result in denervation muscular atrophy. 
Atrophy of disuse may take place concomi- 
tantly, either proximal, adjacent to or distal to 
the denervation muscular atrophy. The degree 
of atrophy of disuse depends upon the severity 
of the nerve lesion. Clinically, it is difficult to 
determine where true denervation muscular atro- 
phy ends and accompanying atrophy of disuse 
begins. In such circumstances a clinician may 
be misled into belief that the cause of so appar- 
ently extensive a lesion is elsewhere. The patient 
then is often submitted to other complex diag- 
nostic procedures and treatments. This difficulty 
can usually be dissipated by the use of electro- 
myography, for each specific type of muscular 
atrophy produces its own characteristic electro- 
myographic changes. Disuse atrophy produces 
no changes in electrical activity, whereas dener- 
vation atrophy manifests itself by typical dener- 
vation activity. Moreover it is possible to deter- 
mine what part of muscular atrophy in a given 
area is owing to damage to a nerve and what 
part is owing only to disuse without denervation. 


severe injury, in an unusual industrial accident that 
ordinarily would have resulted in severe physical 
damage. Such an incident may lead the patient to 
believe that he is paralyzed. Atrophy of this type 
may also occur as a result of minor injuries from 
which the patient has fully recovered except for his 
belief, for one reason or another, that he is unable 
to move the affected extremity. 


There is still another important cause of atrophy 
of disuse: A physician’s suggestion—inadvertent or 
unguarded—that an injury that might cause disuse 
has occurred. A patient who has had a minor injury 
to an extremity is sometimes told by a physician that 
a nerve has been injured. Such a suggestion may 
lead a susceptible patient to believe that he actually 
has a nerve lesion and to impose an unnecessary 
immobilization upon himself. 


DISTRIBUTION OF ATROPHY OF DISUSE 


There are four main types of distribution of 
atrophy of disuse in the company of peripheral nerve 
lesions: Proximal, adjacent, distal and the predom- 
inant. Combination of all four may also occur. The 
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proximal type seems to be more misleading than 
the others. 


Proximal type. The proximal type of atrophy of 
disuse is most disturbing when occurring in the 
shoulder girdle and arm after a painful nerve lesion 
of the forearm and hand or of the hand alone. The 
disturbance is more acute when related to lesions 
of the median nerve at the elbow or below the wrist. 
Lesions of the median nerve below the wrist result 
more particularly in denervated atrophy of the 
thenar eminence and of the first and second lumbri- 
cales. Causalgia of the affected hand is often the 
main cause of restricted motion of the shoulder, arm, 
forearm and hand. Such restricted motion results in 
proximal atrophy of disuse in the shoulder girdle, 
especially the suprainfraspinatus muscles. From this 
added disuse of parts proximal to the neurogenic 
atrophy of the hand, an examiner may conclude that 
the cause is perhaps an intraspinal traumatic cer- 
vical lesion or herniation of an intervertebral disc. 
This might lead to elaborate diagnostic procedures 
or possibly to laminectomy. 


Adjacent type. Confusion of the same sort occurs 
when atrophy of disuse is associated with an isolated 
lesion of the median nerve just above, at or below 
the elbow. A lesion of the median nerve in the fore- 
arm or hand which has caused neurogenic atrophy 
of the thenar eminence can also result in adjacent 
disuse atrophy of the rest of the muscles of the hand 
which are innervated by the normal ulnar nerve. 
With this added atrophy of all the dorsal interossei 
and the hypothenar group, the clinical picture may 
be like that of brachial plexus involvement or of mul- 
tiple peripheral nerve lesions. Unnecessary nerve 
transplanting or surgical exploration of the brachial 
plexus might be done as a consequence. 


Distal type. Isolated lesions of the long thoracic 
nerve of Bell, the dorsal scapular, suprascapular, 
axillary or musculocutaneous nerve result in neuro- 
genic atrophy of the respective innervated group of 
muscles either in the shoulder girdle or the arm. 
Because of the proximal disability—that is, neuro- 
genic atrophy as a result of nerve lesion—atrophy 
of disuse often occurs in the hand and forearm. This 
accompanying disuse atrophy may be misinterpreted 
as owing to either a lesion involving a considerable 
segment of cervical cord or a total lesion of the 
brachial plexus. 


Predominant type. Atrophy of disuse can be pre- 
dominant in a group of muscles in which the nerve 
supply has been slightly injured and also in which 
the nerve once injured has regenerated. 


A peripheral nerve lesion with subsequent proxi- 
mal, adjacent, distal or predominant disuse atrophy 
or a combination of all four types can also occur in 
the lower extremities. Lesions of the medial and/or 
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lateral plantar nerves at or below the ankle can bring 
about atrophy of disuse of the pelvic girdle and leg. 
Such a condition may be clinically similar to that 
caused by a lesion of the cauda equina or a herni- 
ated lumbar disc. Lesions of the peroneal nerve 
cause a neurogenic atrophy (“foot drop”) of all the 
muscles innervated by this nerve. However, the mus- 
cles of the calf may undergo atrophy of disuse as a 
result, and this combination can lead to suspicion of 
trauma involving the sciatic nerve, the sacral and/or 
lumbar plexus, the lumbar or sacral nerve roots or 
the lumbar cord. 


It must be borne in mind that atrophy of disuse 
as an accompaniment of neurogenic atrophy is com- 
mon in any form of mononeuropathy or polyneurop- 
athy whether the cause be trauma, vascular in- 
sufficiency, infection, pressure, neoplastic invasion 
or congenital abnormality. 


ELECTROMYOGRAPHY IN DIFFERENTIATION 


Atrophy of disuse is caused by voluntary disuse 
or restricted use of voluntary muscles. Any of a 
variety of mechanisms may bring it about. The 
present communication is concerned only with focal 
atrophy of disuse associated with traumatic neuro- 
genic atrophy. Electromyographically, atrophy of 
disuse shows the following electrical characteristics: 
(1) On insertion of the needle, the activity mechani- 
cally activated is not prolonged, for the normally 
innervated muscle is able to accommodate the me- 
chanical stimulation. Thus, the insertion activity is 
normal. (2) When the muscle is fully relaxed there is 
no electrical activity generated (Chart 1, line A in 
frame 1). (3) During voluntary contraction normal 
or nearly normal motor units are generated (frame 
2 in Chart 1). They are not reduced in number in 
proportion to the muscular atrophy. (4) There is no 
complex or giant motor unit activity. (5) Dener- 
vated activity is not present. Generally speaking, the 
electrical activity generated from muscles involved 
in atrophy of disuse is normal as in normal muscles. 
Muscular atrophy that is the result of nerve injury 
produces a specific type of abnormality—denerva- 
tion activity, which is the manifestation of nerve 
lesion in either the spinal cord, nerve roots, trunk, 
cords or the peripheral nerve. 


Denervation activity has the following electromyo- 
graphic characteristics: Insertion of the needle elec- 
trode in a denervated muscle evokes or mechanically 
activates prolonged activity: (1) Mechanical posi- 
tive sharp waves (frame 4, Chart 1) and (2) me- 
chanical fibrillation (frame 3A). The prolonged 
mechanical activity is the result of response of 
hyperirritable denervated muscles to the mechanical 
stimulation of the needle electrode. Unlike the nor- 
mally innervated muscle of atrophy of disuse, the 
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1A EMG Silence 
B Cal 60 c/s 200 uV/in 


3A Fibrillation 


2 Normal — 
. B Nerve Fiber 


‘eee 4 


4 Denervation 
Sharp Waves 


9 Myotonic 
Activity 


7 Giant Motor Unit 
(2 mV/in.) 


Chart 1.—Classification of Electromyographic Responses 


1, A. The straight line indicates electromyographic “si- 
lence,” with no activity from normal muscles or muscles 
atrophied from disuse. B. Undulating calibration signals 
whose amplitude from peak to peak equals 200 microvolts 
(uV). The horizontal interval from one peak to the other 
is equal to 16.6 milliseconds (ms). The plus sign indicates 
that the upward deflection of all the waves is positive 
while the minus sign indicates the downward deflection is 
negative. 

2. Normal motor unit waves characterized by a large 
negative spike preceded and followed by a small positive 
phase. This wave is the normal physiological motor unit 
generated during voluntary muscular contraction as the 
result of the nerve impulses traveling via the anatomical 
motor unit (one anterior horn cell, its axon and the group 
of muscle fibers which it innervates). 

3. A. Fibrillation waves show an initial positive followed 
by a negative phase produced by an invisible, involuntary 
contraction of a single denervated muscle fiber. B. Nerve 
fiber waves begin with a long negative phase and end with 
a short positive phase and are mechanically induced when 
the needle electrode accidentally strikes a nerve fiber. 

4, Denervation sharp waves present an initial rapid posi- 
tive phase and end with a prolonged negative phase. They 
are mechanically induced by the exploring electrode and 
indicate a prolonged electrical manifestation of the hyper- 
irritability of denervated muscles unable to accommodate 
the mechanical stimulation. 

5. Nascent (young) motor units are recorded during 
voluntary efforts and denote the first signs of regeneration 
when recorded from previously fibrillating muscles. 

6. Polyphasic motor units recorded during voluntary 
efforts indicate functionally impaired anterior horn cells. 

7. Giant motor units recorded during voluntary efforts 
(compare with scale of two millivolts [mV] in 1, B) in 
long-standing neurogenic muscular atrophy. The large 
amplitude denotes hypertrophy of the remaining muscle 
fibers from overuse. 

8. Dystrophic activity denotes many very small motor 
units representing many active nerve cells compensating 
for loss of muscle tissue in primary diseases of the muscle. 

9. Myotonic activity indicates high frequency electrical 
discharges recorded from patients suffering from myo- 
tonia. 


VOL. 88, NO. 1 + JANUARY 1958 


denervated muscle is not able to accommodate the 
mechanical stimulation. (3) As the mechanical ac- 
tivity gradually disappears spontaneous fibrillation, 
if present, may persist. (4) Under voluntary efforts 
(frames 5 and 6) complex and/or giant (frame 7) 
motor units which compensate for neurogenic atro- 
phy are generated. These motor units are reduced in 
number in proportion to the degree of atrophy. This 
is the opposite of primary muscular atrophy (frames 
8 and 9), in which the motor units are small and 
increased in number in relation to the degree of 
atrophy. In short, denervated atrophy manifests it- 
self by denervated activity—positive sharp waves, 
mechanical and/or spontaneous fibrillation and the 
motor units are altered and reduced in number. 


From the distribution of the denervated activity 
and the altered motor units the precise location of 
the lesion can be determined. An anterior horn cell 
lesion shows plurisegmental denervation, a root 
lesion shows denervation confined in the affected 
myotome, while a plexus lesion shows denervation 
only in the muscles innervated by its components. 
On the other hand, a peripheral nerve lesion shows 
the denervation restricted to the group of muscles 
supplied by the affected nerve, regardless of the 
proximal, adjacent, distal or predominant accom- 
panying atrophy of disuse which may simulate de- 
nervated muscular atrophy. 


REPRESENTATIVE CASES 


Traumatic neuritis of the ulnar nerve at the palm 
of the hand can produce, in addition to its own 
denervation atrophy in the muscles of the hand, 
associated atrophy of disuse of the shoulder girdle. 
The resultant clinical picture can simulate that of a 
lesion of the cervical cord, nerve root or brachial 
plexus. 


Case 1. A 43-year-old automobile mechanic com- 
plained of pain in the right upper extremity of 18 
months’ duration with conspicuous muscular atrophy 
of the first dorsal interossei and right shoulder gir- 
dle (Figure 1, A). A neurologist who was consulted 
made a diagnosis of herniated cervical interverte- 
bral disc. No abnormality was visible in a cervical 
opaque myelogram. An electromyogram showed de- 
nervated activity only from the first, second and 
third dorsal interossei, placing the ulnar nerve lesion 
at the palm of the right hand (Figure 1, B). Upon 
further investigation it was learned that the patient 
was using his right hand as a hammer. 


Comment. The atrophy of the shoulder girdle 
showed no denervated activity and only normal 
motor units. Clinically the atrophy of disuse was 
misleading in this case. The correct localization of 
the lesion on the basis of the electromyogram led to 
correct diagnosis and treatment. A nerve root lesion 
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Figure 1 (Case 1).—The clinical muscular atrophy of 
the right upper extremity (black areas, A) pointed to a 
cervical cord lesion or a ruptured cervical disc. The elec- 
tromyogram revealed an isolated ulnar nerve lesion at the 
palm of the hand (black areas, B). 


was ruled out, for no denervation activity was found 
in the paraspinal muscles or in the right upper 
extremity supplied by a given nerve root. 

The authors have observed many patients who 
received trauma to the median nerve at the level of 
the elbow or at or below the wrist. Such lesions can 
lead to severe pains (causalgia) . The pain causes the 
patient to “favor” the entire extremity, which results 
not only in atrophy of nerve trauma but also in pro- 
nounced atrophy of disuse. 


g 7 7 


Case 2. A 26-year-old iron worker fell and re- 
ceived an injury of the right upper extremity, 
resulting in pain radiating to the hand. Subsequently 
atrophy of the right hand and upper extremity 
occurred. The wasting was most prominent in the 
thenar eminence and in the shoulder girdle (Figure 
2, A). Herniated cervical disc or some lesion of 
the trunk or cord were all considered in the diag- 
nosis. 

Opaque myelography of the cervical region was 
then recommended. Another consultant, however, 
recommended that an electromyogram be made first. 
This revealed partial denervation restricted to the 
muscles of the right thenar eminence (Figure 2, B). 
These findings placed the lesion at the base of the 
right thumb. The patient received sedation for the 
pain and physiotherapy for eight months. Muscle 
volume in the shoulder girdle and hand returned to 
normal, 


Comment. Normal activity was recorded from the 
muscles of the cervical nerve roots as well as those 
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Figure 2 (Case 2).—The muscular atrophy of the right 
upper extremity (black area, A) suggested rupture of a 
cervical disc. The electromyogram indicated an isolated 
median nerve lesion at the right carpal-tunnel level (black 
areas, B). 


of the brachial plexus. This helped to distinguish the 


atrophy of disuse involving the muscles of the 
shoulder girdle and the arm from the true denerva- 
tion atrophy of the thenar eminence due to the 
median nerve lesion at the base of the thumb. The 
lesion apparently had been caused in using the right 
hand to break the fall. 
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“Saturday night paralysis” may cause, in addition 
to the resultant nerve lesion, secondary disuse atro- 
phy which can be misleading. 


Case 3. Severe muscular wasting of the entire left 
upper extremity and shoulder girdle (Figure 3, A) 
had been observed in a 64-year-old construction 
worker over a period of four months. Paralysis of 
the left upper extremity had developed following an 
alleged injury to the left shoulder and the neck. A 
lesion either in the nerve roots or the trunks or cords 
of the brachial plexus was suspected, for there was 
definite atrophy of the muscles supplied by the su- 
prascapular, axillary, musculocutaneous, radial, me- 
dian and ulnar nerves. Surgical exploration was 
therefore considered. Electromyographic evaluation 
was requested as an aid in precise localization of 
the lesion. The electromyograph showed that the 
muscles that are innervated by the roots, trunks and 
cords, suprascapular, axillary and musculocutaneous 
nerves (including the triceps) were all normal. Mod- 
erate partial denervation was found in all the mus- 
cles supplied by the left radial nerve (distal to the 
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Figure 3 (Case 3).—The clinical findings (involving 
black area, A) pointed to injury of the cervical cord, root 
or plexus. The electromyogram indicated involvement of 
the peripheral nerves at the middle of the left forearm 
(black areas, B). 


radial groove of the humerus) and the ulnar nerve 
distal to the elbow (Figure 3, B). The muscles of the 
left median nerve showed severe partial denerva- 
tion. The electromyographic findings localized the 
lesion in the periphery at the middle of the medial 
aspect of the left arm. After 15 months of physio- 
therapy the patient attained almost complete recov- 
ery of the use of these muscles. The muscle value of 
the shoulder girdle, arm, forearm and hand returned 
with only slight residual atrophy of the thenar em- 
inence. 


Comment. In this case, atrophy of disuse accom- 
panying the neurogenic atrophy misled the clinician 
to believe that the lesion was in the nerve roots or 
the brachial plexus. Not only did the electromyo- 
gram lead to a correct diagnosis, but there was suffi- 
cient history to indicate that the lesion was the result 
not of an industrial injury but of “Saturday night 
paralysis” following alcoholic intoxication. 


7 7 7 


Nerve injury of the shoulder girdle can result in 
atrophy of disuse proximal and distal to the true 
muscular atrophy. The extent of disuse atrophy can 
camouflage the true lesion. 


Case 4. Temporary dislocation of the right 
shoulder of a 34-year-old laborer resulted in atrophy 
of the entire upper extremity including the shoulder 
girdle (Figure 4, A). The clinical features were those 
of a lesion of the brachial plexus with involve- 
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Figure 4 (Case 4).—Atrophy of the right upper extrem- 
ity (black area, A) pointed to severe involvement of the 
right brachial plexus. From the electromyogram it was de- 
termined that there was an isolated axillary nerve lesion 


(black areas, B). 


ment of all the cords. Surgical exploration and 
neurolysis were recommended. An electromyogram 
was requested to help locate the level of the lesion. 
Severe partial denervation was found only in the 
teres minor and deltoid (Figure 4, B). These ob- 
servations were consistent with an isolated severe, 
although partial axillary nerve lesion. After 18 
months of treatment there was a remarkable re- 


covery. 
7 7 7 


Peripheral nerve lesions of the foot may cause 
the patient to “favor” the entire extremity, with 
extensive secondary atrophy of disuse resulting. 


Case 5. A 38-year-old truck driver, who said he 
had injured his back while working, complained of 
severe pains in the back and right lower extremity 
and of burning pain in the right foot. Muscular 
atrophy of the gluteal group, hamstrings and calf 
muscles was evident (Figure 5, A). No abnormality 
was observed in an opaque myelogram of the back. 
A consultant thought the patient had a lesion in 
the sacral plexus. An electromyogram showed severe 
changes (denervation) restricted to the muscles 
(Figure 5, B) of the medial and lateral plantar 
nerves. The findings pointed to a lesion of the ter- 
minal branches of the tibial nerve at the level of the 
right ankle. Upon operation at the medial aspect of 
the right ankle, the plantar nerve was observed to 
be imbedded in degenerative cyst. 


Comment. The electromyographic findings pointed 
to the exact location of the lesion. At the same time 
the cause of the misleading muscular atrophy of 
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Figure 5 (Case 5).—The clinical features (involving 
black area, A) were those of herniation of a lumbar disc. 
The electromyogram indicated an isolated plantar nerve 
lesion at the level of the ankle (black areas, B). 


disuse of the pelvic girdle and lower extremity was 
found. At first the patient actually believed that the 
pain was the result of a slight back injury. 


7 sf 7 


Partial peroneal nerve lesions can result in sec- 
ondary atrophy of disuse both in the adjacent and 
proximal muscles, resulting in confusing clinical 
features simulating those of involvement of the 
cauda equina, nerve roots or lumbosacral plexus. 


Case 6. A 52-year-old seamstress complained of 
severe pain in the back with weakness and atrophy 
of the right lower extremity and partial foot drop. 
Atrophy of the right gluteal group and right lower 
extremity (Figure 6, A) was noted. Because the 
symptoms pointed to root lesion, an opaque myelo- 
gram was done but no abnormality was observed. An 
electromyogram showed partial changes (denerva- 
tion) in the right peroneal nerve (Figure 6, B) at 
the level of the head of the fibula. 


Comment. The patient habitually crossed the right 
leg over the left while working, pressure on the 
peroneal nerve resulting. Recovery soon followed 
discontinuance of this practice. 

1212 Shatto Street, Los Angeles 17 ( Marinacci). 


A 


Figure 6 (Case 6).—A seamstress had symptoms in- 
volving black area, A, consistent with lumbar nerve root 
compression. The electromyogram indicated an isolated 
right peroneal nerve at the head of the fibula (black areas, 
B)—the result of habitual crossing of the legs. 
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Nervous Complications of Exanthem Subitum 


PHILLIP E. ROTHMAN, M.D., and 
MORRIS J. NAIDITCH, M.D., Beverly Hills 


In 1927 Faber and Dickey’ reviewed the symptoma- 
tology of exanthem subitum (roseola infantum) and 
listed some of the neurological manifestations. In- 
cluded in the list were drowsiness during the day 
and wakefulness and irritability at night, headache 
in older children and head shaking in young infants, 
excessive crying, a bulging fontanelle, extreme irri- 
tability, vomiting and convulsions. Eight of the 570 
patients analyzed in their report had generalized 
convulsions. One child had three successive convul- 
sive seizures and was unconscious for. more than 
four hours. 

Berenberg, Wright and Janeway‘ in an analysis 
of 181 cases noted several patients who were unusu- 
ally drowsy after one or a series of convulsions. They 
stated that the seizures were usually generalized, 
tonic or clonic in character, of short duration and 
presumably febrile in origin. Two patients had post- 
convulsive hemiplegia, which cleared in two and five 
days respectively. It was their impression that the 
hemiplegia was almost certainly due to the preceding 
convulsions rather than to roseola per se. Lumbar 
puncture was done often and no significant alter- 
ations in the spinal fluid were observed. (In one case 
lymphocytes numbered 25 per cu. mm.) 

Scattered instances of affection of the nervous sys- 
tem in exanthem subitum have appeared in the liter- 
ature. Wallfield?* described the case of a 12-year-old 
boy with encephalitic manifestations at the onset of 
the illness. During the first two days vomiting, fever, 
headache, vertigo and stiffness of the neck occurred, 
and there was a questionable convulsive seizure. The 
characteristic drop in temperature, rash, leukopenia 
and rapid recovery followed. The spinal fluid was 
normal. 

Rosenblum”? reported the case of a 19-month-old 
girl whose illness began with rectal temperature of 
103°F. and a generalized convulsion of ten minutes’ 
duration. Three additional convulsions occurred dur- 
ing the first day of the illness and two of them lasted 
about three hours. Just before the appearance of 
the rash, left hemiplegia was noted. The weakness 
gradually subsided and cleared entirely over a period 
of ten weeks, 

Posson”® reported three cases of exanthem subi- 
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e For many years it was generally believed that 
all convulsions associated with exanthem subitum 
were febrile in origin. More recently several in- 
vestigators have suggested that the causative 
agent of this disease has a selective action on 
brain tissue aside from the effect of high tem- 
perature. In support of this concept are a variety 
of neurological manifestations sometimes ob- 
served during the course of exanthem subitum. 
These include prolonged and repeated convul- 
sions, hemiparesis, headache, vomiting, bulging 
fontanelle, vertigo, cervical rigidity, extreme irri- 
tability and a reversal of the time of sleep. Ab- 
normalities in the spinal fluid have been reported 
on a few occasions. 

By chance the authors observed a case of exan- 
them subitum that began with a prolonged and 
severe afebrile convulsion and transient left hem- 
iparesis. Serial electroencephalograms showed a 
focal lesion with suppression and slowing in the 
right parietal area. Behavior disorders of brief 
duration were noted. This case is interpreted as 
additional evidence of the presence of an en- 
cephalitic process. 

The nature of the cerebral lesion remains un- 
known. The remote possibility of disturbed be- 
havior in later life deserves consideration. 


tum, each with hemiplegia following prolonged 
convulsions. The duration and recurrences of the 
convulsions were not consistent with simple febrile 
origin. The hemiplegia cleared promptly in one child, 
but residual weakness persisted in the others. Posson 
suggested that the causative agent had a selective 
action on brain tissue aside from the effect of high 
temperatures, 


Holliday’* reported five cases of pre-eruptive 
roseola encephalitis. Signs and symptoms referable 
to the central nervous system antedated the eruption 
in all cases—by as much as seven days in one in- 
stance. One patient had coma and athetosis. Two 
patients had cervical rigidity. Three had bulging of 
the anterior fontanelle. The cerebrospinal fluid was 
under increased pressure in three patients and in two 
patients the cell count was increased—to 23 cells 
per cu. mm. in one case and 40 in the other. All 
patients promptly recovered. In one patient (who 
had family history of epilepsy) petit mal seizures 
developed one and one-half years later. 


Friedman, Golomb and Aronson" reported the 
case of a nine-months-old male infant in whom 
generalized convulsions with loss of consciousness 
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developed about one day after the onset of fever. 
The convulsion was associated with a temperature 
of 104°F. Later, right sided convulsions developed 
and continued intermittently for four hours. Seda- 
tives were administered. Consciousness was regained 
after 17 hours. On the third day of the illness, right 
hemiplegia was noted. The following day a rash 
typical of roseola appeared and the temperature 
dropped to normal. Leukopenia was present at the 
onset. Clear spinal fluid obtained during the febrile 
stage contained red blood cells, probably traumatic 
in origin. On the sixth day the spinal fluid contained 
20 leukocytes per cu. mm., principally polymor- 
phonuclear cells. The child was discharged from the 
hospital on the eighteenth day after onset of illness, 
in good condition but with a slight weakness of the 
extremities on the right side. 


Windorfer** personally observed 117 cases of 
exanthem subitum over a period of four years. 
Convulsions occurred in 35 cases, vomiting in 39, 
meningism in 24 and bulging of the fontanelle in 
one. Spinal puncture was done in 28 cases in which 
meningitis was suspected. The fluid was always clear 
and showed increased pressure. The number of cells 
in the spinal fluid was definitely increased in three 
cases and the Pandy reaction was positive in two 
cases. The patients were less irritable after the with- 
drawal of fluid. Repeated convulsions occurred in 
12 cases—all in one day in six patients and on suc- 
cessive days in six others. Four cases of paresis sub- 
sequent to convulsions were observed. These included 
a flaccid paresis of the left arm of two days’ dura- 
tion, a hemiparesis of the left arm and leg which 
regressed within 24 hours, a paresis of the right side 
which regressed slowly within a period of six weeks, 
and a hemiparesis on the left side which regressed 
within 24 hours associated with facial paresis which 
cleared within a few days. 


In the records of the Massachusetts General Hos- 
pital published weekly in the New England Journal 
of Medicine (case 42121)'* an additional case was 
briefly mentioned. A girl, aged 21 months, showed, 
at autopsy, Wilms’ tumor of both kidneys, subacute 
glomerulonephritis and bronchopneumonia. Accord- 
ing to the history she had roseola at seven months 
of age. At the termination of this illness she had 
convulsions of six hours’ duration and subsequently 
the left side was paralyzed for two months. She 
regained full motion and power and seemed well 
afterward. The discussor commented on the rarity 
of central nervous system involvement at the end 
rather than at the onset of roseola. Pathologic studies 
of the brain were not included in the report. 


Moller!® reviewed the histories of 448 children 
with febrile convulsions in order to determine if any 
special diseases dispose the patient to this compli- 
cation. Pharyngitis was associated with nearly 80 
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per cent of the cases and exanthem subitum was 
second with almost 8 per cent of the total. Twenty- 
nine of the children with exanthem subitum were 
subjected to lumbar puncture and in six cases the 
spinal fluid pressure was considered to be increased. 
The number of leukocytes in the spinal fluid did not 
exceed 9 per cu. mm. Subsequently, two of the 
children who had convulsions with exanthem subi- 
tum had repeated attacks of convulsions in connec- 
tion with fever, and in one a very troublesome grand 
mal epilepsy developed. In the child with epilepsy 
there was no family history of convulsive disorders, 
no signs of cerebral lesions, and no abnormal elec- 
troencephalographic alterations. Moller suggested 
that exanthem subitum does not cause convulsions 
merely through fever but that a specific cerebral 
disturbance occurs at the same time. 


Glanzmann (cited by Moller’®) also pointed out 
that children with exanthem subitum seem to show 
signs of cerebral affection: They toss to and fro, 
vomit and are tender to touch; older children also 
complain of headache. Glanzmann believed that a 
serous meningitis is present in many cases in which 
bulging of the fontanelle occurs. He observed one 
case of exanthem subitum with convulsions and 
hemiparesis. 


The following case was observed by the authors: 


A white boy, aged two years and four months, 
was observed to be playing normally in his crib five 
hours before the sudden onset of a convulsion. Two 
days previously he had received a minor injury of 
the head (right frontal area) without loss of con- 
sciousness or any symptoms suggestive of concus- 
sion. His birth and development had been normal. 
At 4 a.m. the parents were awakened and found the 
child semicomatose and with convulsive movements 
of the left side. The father, an optometrist, noticed 
that the right pupil was larger than the left. 

When the patient was examined by a pediatrician 
(M.N.) 45 minutes later, the skin was cool to palpa- 
tion; the infant was stuporous; the head and eyes 
were turned to the left; the right pupil was larger 
than the left; repeated slow jerking movements of 
the left side of the face and left arm occurred almost 
simultaneously and were followed immediately by 
similar movements of the left lower extremity. The 
right extremities were mildly flaccid. Sodium pheno- 
barbital was administered, 0.12 gm. intramuscularly 
and 0.06 gm. intravenously, without any discernible 
effect on the seizure. 

The child was admitted to the hospital at 5:30 
a.m. and at that time the rectal temperature was 
99.8°F. No antipyretics had been administered. The 
convulsion persisted for a total duration of 2 hours 
and 45 minutes. At 6:10 a.m. the temperature was 
100.6°F. The first electroencephalographic tracing 
was recorded at 11:00 a.m. and at 1:15 p.m. the 
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temperature was 103°F. Toward evening the sen- 
sorium partly cleared and the patient was able to 
follow the movement of objects with his eyes but 
was unable to speak. Left hemiparesis was present. 
There was no response to painful stimuli in the left 
arm and only slight withdrawal from stimuli in the 
left leg. All deep reflexes were decidedly diminished 
and difficult to evoke. The right toe sign was positive 
and the left equivocal. No hemorrhages or signs of 
pressure were apparent on examination of the fundi 
of the eyes. The spinal fluid obtained shortly after 
admission was clear; the pressure was 120 mm. of 
water; it contained 4 cells per cu. mm.; the protein 
content was 11.0 mg. per 100 cc. and the sugar 
content 100 mg. per 100 cc. No organisms grew on 
a culture. No abnormalities were detected in x-ray 
films of the skull. Leukocytes numbered 13,700 per 
cu. mm. of blood—80 per cent polymorphonuclear 
cells. The number of erythrocytes and the hemo- 
globin value were within normal limits. No alter- 
ations in the urine were present. The initial im- 
pressions included subdural hematoma, neoplasm 
and acquired infantile hemiplegia, so-called Marie- 
Strumpell encephalitis. 


The following day the patient was stuporous and 
unable to speak. The weakness of the left side per- 
sisted. The pupils became equal in size. The rectal 
temperature rose to 104.2°F. The leukocyte count 
decreased to 3,400 with 77 per cent polymorphonu- 
clear cells. On the third day the patient appeared 
mentally clearer. The presence of suboccipital aden- 
opathy was noted for the first time. On the fourth 
day the temperature fell abruptly to 100°F. Leuko- 
cytes numbered 2,400 per cu. mm., with 32 per cent 
polymorphonuclear cells. A morbilliform rash ap- 
peared. A diagnosis of exanthem subitum seemed 
justifiable. The patient was greatly improved and 
was able to say a few words. Only a facial weakness 
persisted. Two weeks later there was no evidence of 
any residual manifestations. A complete muscle func- 
tion test was done by a trained physiotherapist and 
no signs of weakness were noted. 

Subsequently the intelligence of the patient ap- 
peared normal but for many months aggressive 
hyperactivity and increased irritability were ob- 
served. No convulsions have occurred in the four 
years that have elapsed since the illness. 


COMMENTS ON THE ELECTROENCEPHALOGRAMS 
Following is the report of a neurologist* on the 


electroencephalograms. 


“The first electroencephalogram (Figure 1) on 
the day of admission to the hospital showed sup- 
pression and slowing on the right side. Suppression 


*A. A. Marinacci, M.D. 
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Figure 1.—Electroencephalogram of April 15, 1952 
shows suppression in the right parietal area and delta 
activity in the parietal-temporal area denoting a focus on 
the right parietal-temporal area. 
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Figure 2.—Electroencephalogram of April 16, 1952 
shows diffuse slowing with no focal abnormality. The 
focus present in Figure 1 has disappeared. 


and slowing of this pattern are not pathognomonic 
of any disease entity, but have been found in lateral 
subdural hematoma, lateral cerebral abscess, focal 
encephalitis, unilateral cerebral thrombosis, brain 
tumor and focal cerebral contusion. This activity 
can be consistent with cerebral ischemia due to 
vascular occlusion. The tracing is similar to that of 
an adult suffering with a stroke. However, in adults, 
more alpha activity is present from the normal side 
of the brain. The abnormality on the right side 
cannot be distinguished from local infection. 

“The generalized slowing in Figure 2 (second day 
of illness) is similar to that found in measles en- 
cephalitis. This slowing can also be found as the 
result of febrile alteration. However, in this case, 
when the temperature returned to normal the slow- 
ing persisted, denoting that the variation was due to 
physiological change and not to elevated temperature. 

“The slightly increased slowing in the right parie- 
tal area in Figure 3 (27 days after onset) denotes 
that this area was more affected than the left and 
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requires a somewhat longer time to return to normal, 
a fact which is obvious, clinically, in this case. 

“To sum up, although the first brain wave showed 
a definite focal variation on the right side, which 
may have indicated a lesion requiring surgical inter- 
vention, clinical judgment superseded the electro- 
encephalographic findings and surgical procedures 
were postponed. Subsequently the electroencephalo- 
grams were of value in showing a resolution of the 
focus (Figure 4). These electroencephalograms also 
emphasize the point that the electroencephalographic 
findings do not differentiate between true structural 
changes and reversible physiological changes. Cer- 
tainly in this case the changes were reversible, 
similar to those of a reversible physiological block 
seen in nerve lesions.” 

It seems certain that convulsions and meningoen- 
cephalitic symptoms, not febrile in origin, occasion- 
ally occur in cases of exanthem subitum. The often 
repeated statement that exanthem subitum has no 
important complications or sequels is based, chiefly, 
on failure to differentiate febrile convulsions from 
seizures due to organic lesions. 

An accurate diagnosis of febrile convulsion is 
usually possible if one adheres to the criteria estab- 
lished by Bridge® and by Livingston.'® The following 
characteristics are generally accepted. A simple 
febrile convulsion is a generalized seizure of short 
duration (about 1 to 15 minutes). It occurs soon 
after the onset of fever but may occasionally be 
delayed six to ten hours. The fever may be as low 
as 101°F. but is usually 103°F. or higher; and the 
more rapidly the body temperature is raised, the 
more frequently do convulsions develop. Localized 
features and neurological abnormalities are absent 
except for the occasional presence of hyperactive 
reflexes. Recurrent convulsions are infrequent and 
usually take place within two to four hours after the 
initial seizure and not later than 12 to 18 hours. 
The blood sugar, serum calcium and phosphorus 
determinations are within normal limits. The seizures 
are most common during the first three years of life 
and very rare after the sixth year. To this descrip- 
tion may be added the observations that febrile con- 
vulsions appear to show excellent response to bar- 
biturates and that the interseizure electrocardiogram 
is normal. 


No studies have been recorded of the anatomic — 


alterations associated with the nervous manifesta- 
tions of exanthem subitum. Speculation concerning 
the nature of this complication is possible by analogy 
with the cerebral disturbances of other acute infec- 
tious diseases. The cerebral complications that follow 
measles, mumps, chickenpox, smallpox and injec- 
tions with cowpox or rabies vaccine are alike in that 
the myelin is destroyed in minute perivascular or 
subpial foci, the axis cylinders are damaged to a 
much less degree and necrosis of interstitial tissue 
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Figure 3.—Electroencephalogram of May 12, 1952 shows 
a considerable amount of muscle activity in the bifrontal 
and bitemporal areas. However, the cortical activity re- 
mained about the same as in Figure 2. 
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Figure 4.—Electroencephalogram of Aug. 1, 1952 shows 
again muscle activity in the bifrontal and bitemporal 


areas. However, the cerebral activity is within normal 
limits, 


does not occur (Adams and Weinstein!). Hemor- 
rhages and vascular lesions have been described** 
and Ford® expressed belief that vascular occlusions 
are probably responsible for persistent focal signs 
such as hemiplegias. In seven instances of acquired 
hemiplegia following acute infectious diseases and 
in two instances in apparently healthy children 
(Marie-Strumpell encephalitis) Ford and Schaffer® 
found evidence of some type of local vascular acci- 
dent at operation or at autopsy. 

Rarely has an organism been isolated from the 
cerebrospinal fluid or brain in cases of infectious 
diseases with encephalitic complications. The fact 
that monoplegia and hemiplegia constitute the only 
residual neurological manifestations of exanthem 
subitum is unique and suggests a thrombosis, hem- 
orrhage or simple vasoconstriction of a cerebral 
artery. 

The supposition that the hemiplegia associated 
with exanthem subitum is due to the convulsions 
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per se has been generally accepted. Little is known 
concerning the transient disturbances designated as 
postconvulsive phenomena.’° They consist of general 
symptoms such as weakness, headaches, restlessness, 
irritability, abnormal behavior, stupor, coma, mental 
confusion and local symptoms such as hemianopia, 
various types of aphasias and palsies (Todd’s paraly- 
sis) .These phenomena may persist for minutes, hours 
or days; rarely are they permanent. They have been 
attributed to acute cell alterations secondary to vaso- 
constrictions. That such constrictions may cause 
focal ischemia has been proved by Echlin’s® experi- 
ments but, as emphasized by other investigators, 
their culpability in a particular instance is difficult 
to adduce. More recent studies lend support to the 
view that postconvulsive phenomena may be due to 
vascular lesions, probably thrombotic in nature and 
perhaps more often venous rather than arterial. 
Mitchell'® described two cases of convulsions with 
acute infantile hemiplegia and features pointing to 
intracranial venous thrombosis as a cause. 

In the absence of any pathologic studies of the 
brain in exanthem subitum, one may tentatively 
conclude that the nervous symptoms described by 
Faber and Dickey’ and the prolonged convulsions 
and hemiplegias described by other observers repre- 
sent one or a combination of the following disorders: 
Nonspecific febrile alterations, acute disseminated 
or focal encephalomyelitis, general and focal vascu- 
lar lesions. 

Some help in the differential diagnosis of these 
disorders may be obtained by the interpretation of 
serial electroencephalographic changes in conjunc- 
tion with the history and clinical findings. That fever 
itself without convulsions or evidence of a cerebral 
infection may produce electroencephalographic ab- 
normalities has been emphasized by several observ- 
ers. The changes usually consist of slow high voltage 
waves. Livingston noted that these abnormalities 
persisted in a few cases for at least three days after 
the patients became afebrile. Lennox and co- 
workers'* expressed belief that slow waves which 
outlast the fever probably indicate brain injury and 
that the duration of slowing is related to the severity 
of the damage. They said that the return of the 
tracing to normal is not necessarily indicative of 
the reversibility of cellular damage but rather of the 
lack of influence of damaged cells on the electrical 
activity of the remaining normal neurones. 

Baird and Garfunkel® recorded tracings in 12 
children between 3 and 6 years of age before, during 
and after the intravenous injection of typhoid vac- 
cine. The tracings of all the subjects were inter- 
preted as normal before the injection of vaccine. 
During the artificially produced hyperthermia the 
most pronounced changes usually occurred during 
the rise in temperature and consisted of high voltage 
slow waves, spike and wave formations and an 
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increase in delta activity. Electroencephalograms 
always returned to normal within three days and 
usually within 24 hours. The alterations were the 
same, irrespective of whether or not there was a 
previous history of convulsions. The need for caution 
in the interpretation of abnormal tracings during a 
febrile illness as indicative of disease of the central 
nervous system was emphasized. 


Although febrile alterations of the central nervous 
system undoubtedly occur in exanthem subitum, the 
development of convulsions before the onset of fever 
in the case herein reported is particularly significant. 
This chance observation plus the associated hemi- 
paresis and electroencephalographic disturbances 
provide evidence of the presence of a focal organic 
cerebral lesion directly related to the actual infec- 
tion. Some additional help in future investigations 
of the nature of this lesion may possibly be obtained 
by determinations of spinal fluid transaminase ac- 
tivity. Green and co-workers! recently demon- 
strated significant elevations in the activity of this 
enzyme in patients with cerebral infarctions. 


COMMENT 


The significance of mild and supposedly transient 
brain involvement associated with the acute infec- 
tious diseases has been the subject of considerable 
discussion. It is recognized that encephalomyelitis 
complicating measles may be so mild as to go un- 
detected at the time of the acute exanthem, only to 
become manifest years later when pronounced ab- 
normalities in behavioral patterns appear (Adams 
and Weinstein'). It has also been emphasized that 
abnormalities in mental functioning may occur in 
children who recover from encephalitis and that such 
disturbances may not be apparent in a quantitative 
appraisal of intelligence in terms of mental age or 
intelligence quotient. Meyer and Byers’ directed 
attention to a change in the belief that disturbed 
behavior is necessarily produced by the action of 
the disease on the cerebrum to the concept that it 
“. . . is the result of the impact of environmental 
demands upon cerebral function qualitatively altered 
by disease.” 


In view of these observations it is not easy to 
accept the almost universal belief that exanthem 
subitum is a benign disease. It would, however, be 
extremely difficult to relate delayed behavioral ab- 
normalities to this disease unless overwhelming 
statistical evidence confirms what must at present be 
considered a very remote possibility. The transient 
changes in behavior in the patient described herein 
led us to the same conclusion as that stated by 
Applebaum? in respect to measles encephalitis, 
namely, “We are not, however, certain that the 
deviations in behavior are directly due to encephal- 
itis, for some of them could be explained perhaps 
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equally well on the basis of parental attitudes, such 
as maternal overprotection after an illness or other 


environmental influences.” 
436 North Roxbury Drive, Beverly Hills (Rothman) . 
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The Role of Pediatricians in General Hospitals 


MOSES GROSSMAN, M.D., San Francisco 


IT IS THE TRADITIONAL PRIVILEGE of the chairman 
of a section to express his own feelings, and perhaps 
prejudices, to the section at the end of his period 
of service. I have taken advantage of this oppor- 
tunity in order to highlight a few points with re- 
spect to the pediatrician’s role within the general 
hospital community which are of particular interest 
to me. 

As we all know, the practice of pediatrics is not 
primarily practice in a hospital. The modern trend 
has been unmistakably toward outpatient care of 
most illness, no matter how severe. The mother 
makes a pretty good nurse at home, the. patient can 
be seen there almost as often as in the hospital, and 
children—by and large—prefer to stay at home. 

Therefore, if one uses the criterion which seems 
to be the most intelligent—namely: What can be 
done for the child in the hospital that cannot be 
done at home?—one gets down, fundamentally, to 
a small number of sick children who have to be in 
the hospital for reasons of (1) surgical operation, 
(2) administration of oxygen or intravenous fluids, 
(3) critical illness requiring expert nursing care, 
(4) parental anxiety, which prevents the care of 
the child at home, or (5) a difficult social situation 
at home which makes hospitalization desirable. 

It has been the experience of most practicing 
pediatricians, as well as of hospitals, that the census 
of strictly medical pediatric cases has declined 
greatly in the last ten years and that a good pro- 
portion of the children in hospitals are there for 
surgical treatment. Hence, pediatricians do not have 
so commanding an interest in the operation of the 
hospital as do surgeons. Additionally, it is notorious 
that pediatric wards are not money-makers in gen- 
eral hospitals—fewer expensive procedures are done, 
relatively speaking, and the charges are likely to be 
smaller, whereas the cost of nursing care is higher, 
because of the bottle feedings and other attentions 
little folk require. Thus, hospital administrators 
perhaps might not look at the pediatric ward with 
too much favor. 

However, when the pediatrician does need the 
services of a hospital, he usually needs them ur- 
gently for an acutely ill patient, and he expects to 
find all the facilities at his disposal and would be 
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@ Besides the responsibilities of his own per- 
sonal patients, the pediatrician has a commu- 
nity responsibility toward the hospital which is 
his workshop. His area of interest may include 
proper standards in the field of newborn and 
premature care, and control of communicable 
disease and hospital-acquired infection not only 
in the nursery but in the entire hospital—par- 
ticularly staphylococcal infections. Finally, the 
pediatrician should see to it that not only the 
pediatric ward but the hospital as a whole, and 
the personnel working in it, provide a suitable 
emotional climate for the sick child. 


unhappy if he did not find them there. If they are 
not there, it is probably because he and his fellow 
pediatricians were not sufficiently interested or suf- 
ficiently aggressive in seeing that the hospital pro- 
vided them, and provided them properly. 

With these points in mind, I would like to go over 
some areas briefly which should be of particular in- 
terest to the pediatrician in the hospital setting. I 
shall not cover all areas, but will highlight those of 
interest to me. 


1. Physical standards of newborn and premature 
care, as well as physical facilities on the pediatric 
ward. This is the time-honored and traditional area 
in which pediatricians have always been uniquely 
interested. Here it is elementary that a pediatrician 
or a group of pediatricians, working in a hospital 
would be concerned vitally with the kind of new- 
born nursery that is available, with the routines and 
techniques set up in such a nursery, with the qual- 
ity of nurses who work there, with isolation facili- 
ties, the availability of incubators and resuscitation 
equipment. The State Code for Hospital Construc- 
tion and Recommendations of the American Acad- 
emy of Pediatrics Committee on Newborn and Pre- 
mature Care provides very helpful yardsticks by 
which to measure such facilities. 

Basic rules for administration of oxygen and 
periodic oximeter determinations are extremely im- 
portant, in order to utilize the knowledge currently 
available about prevention of retrolental fibroplasia. 
Availability of equipment and familiarity of per- 
sonnel with exchange transfusions are of unlimited 
value when an erythroblastotic baby appears on the 
scene. Adequate records, not only of the initial ex- 
amination of the newborn but also of his condition 
on discharge, can be extremely important at a later 
time to the hospital, the physician and the infant 
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involved. A very valuable adjunct in the operation 
of a superior nursery is the routine discussion at a 
mortality conference of every death that occurs in 
the nursery. This will keep the staff wholesomely 
critical, will lead to improvements in methods and, 
if mistakes are made, will help avoid repetition of 
them. 


Certain unique laboratory procedures might be 
required by the pediatric patient, such as the de- 
termination of electrolytes in sweat, trypsin deter- 
mination in the duodenal fluids, the emergency 
Coombs test and bilirubin determination by the 
micromethod. Many of these will not provide lucra- 
tive revenue and some might not even pay for 
themselves; yet, it is very important that they be 
available. Frequently, the hospital administrator 
and the laboratory are willing to provide special 
laboratory determinations if someone makes a 
strong plea for them, but the plea ought to be made 
before any of these determinations is vitally and 
urgently required. 


2. The staphylococcal problem in the nursery 
and the hospital at large. This is not a new area of 
interest, but one which has acquired increasing im- 
portance over the last few years. Many outbreaks 
of serious staphylococcal infections in both infants 
and mothers have been reported throughout Cali- 
fornia. These hospital-acquired infections are fre- 
quently caused by organisms that are resistant to 
almost all antibiotics and make management diffi- 
cult and frustrating. 


There is rapidly accumulating evidence that 
staphylococci acquired in the nursery by newborn 
infants might be an important source for the spread 
of these organisms among the population at large. 
In order to deal with this problem intelligently, one 
must be aware of the epidemiologic situation at all 
times with respect to (a) the methods of transmis- 
sion of the staphylococci, so that the chain might 
be broken in an intelligent manner, and (b) the 
antibiotic sensitivity of the currently predominant 
strain, so that proper treatment might be given. 


The nursery for newborn is only a small part of 
the general hospital, but the rest of the hospital is 
not spared by the staphylococcus. The incidence of 
postoperative staphylococcus infection is rising on 
many surgical services. This cannot be handled by 
the routine pre- and postoperative use of penicillin 
or streptomycin or both. The problem is one which 
involves the entire hospital. The pediatrician who 
can draw on his experience in the nursery for new- 
born is in a good position to take the lead in 
tackling the problem in the entire hospital. 


The hospital-acquired staphylococcal infection is 
dreaded because within the hospital walls the staph- 
ylococci have had the opportunity to come in contact 
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with and become resistant to every antibiotic so far 
discovered. 

It is fortunate that the pharmaceutical industry 
has been able to continue to bring out new anti- 
biotics as the staphylococcus became resistant to all 
those which existed previously. However, this race 
with the resistance-acquiring staphylococcus is a 
close one, and we cannot have any assurance of 
maintaining the lead. Another avenue of approach 
has recently been attempted: Several hospital staffs 
in San Francisco have decided, voluntarily, to limit 
the use of the newer antibiotics, such as novobiocin, 
to serious staphylococcal infections and thus pre- 
serve their usefulness. This is mentioned as another 
possible field where pediatricians might take a lead. 


3. Care of patients with communicable diseases. 
Another major trend has been the rapidly falling 
census in isolation hospitals and isolation wards, 
which has led to the closing of a number of such 
facilities. If the present decrease in cases of polio- 
myelitis cases is maintained—as we all hope it will 
be—the closing of isolation hospitals will probably 
accelerate. The general hospital then will be in a 
position of having no choice but to provide facilities 
for the occasional patient with communicable dis- 
ease who needs hospital care. This is right and 
proper; however, adequate techniques are required 
for the protection of hospital personnel and other 
patients. Frequently “isolation” signs and gowns at 
the patient’s bedside are treated as though they were 
there for the nurses only; a busy physician who 
orders the “isolation precautions” may neither en- 
force them nor observe them himself. 

What is needed is an enlightened and strict epi- 
demiologic guardian committee to prevent cross- 
infection in hospitals. Since the advent of antibi- 
otics, there has been a tendency to take less care in 
dealing with infectious patients and infected mate- 
rials. A patient with infectious disease may be 
placed in a bed adjoining an uninfected patient re- 
cently operated upon. A child with infected eczema 
certainly presents a hazard for others, and a child 
with a vaccinia reaction to a smallpox vaccination 
is a threat to any child with eczema. 

There are problems which are of great moment 
for the hospital as a whole but to which the attend- 
ing physician, whose attention is focused on his 
own patients’ welfare, may not pay sufficient atten- 
tion. Here, too, the pediatrician—particularly when 
he is acting as a member of an epidemiology com- 
mittee—is in a position to make a genuine and 
important contribution to the hospital’s welfare. 

4, Emotional climate of the hospital. Last, but 
not least, I would like to take up the subject of the 
emotional climate in the hospital. Much has been 
written and said on the child’s response to being 
put in a hospital and on the proper preparation of 
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children for the event. The practicing pediatrician 
may do a magnificent job in preparing the child 
and his parents for a stay in hospital. However, this 
will be of little value if the hospital routine and the 
attitude of its personnel create anxiety in child and 
parent. 

As an example, I might cite a practice which was 
routine in one pediatric ward for about 25 years, 
but was corrected a year and a half ago: All chil- 
dren scheduled for tonsillectomy on any given day 
were put in the same ward room and taken to the 
surgery one by one. Thus, the child who was fourth 
or fifth on the schedule had ample opportunity to see 
those who preceded him in the immediate post- 
operative state. The professional personnel in the 
hospital must have been aware of the problem, for 
each tried to see to it that his own patients were put 
first on the schedule; but it took a long time to pro- 
vide a solution to this problem, for everyone. This 
is a rather extreme example for purposes of illus- 
tration, although each one of us could cite numerous 
examples of a smaller degree which occur daily. 

Parents often are regarded and treated as a neces- 
sary evil at visiting hours; children are likely to be 
taken from the presence of the parents for tests, 
procedures and even surgical operation without a 
word of explanation—thus contributing to anxi- 
ety. Ward rounds may be an upsetting experience 
through the thoughtless discussion at the bedside of 


a child who may not understand all that goes on 
but understands enough to be anxious. 

The pediatrician in the hospital setting is the key 
man in the creation of a good emotional climate for 
the child. What he does in his office by way of 
preparation or in the hospital during his own visit 
is not enough. He must take the lead in the educa- 
tion of the nurses, the ancillary hospital personnel, 
and his colleagues; he must investigate such hospi- 
tal routines as admission procedures, visiting hours 
and ward rounds with the idea of making a hospital 
entry for a child, if not an entirely pleasant experi- 
ence, at least one which would not terrify or leave 
undue scars. Periodic review of ward routines and, 
particularly, reactions of individual children and 
parents will keep this aspect of hospital care in 
focus. 

I have reviewed but a handful of the areas of in- 
terest within a hospital organization which the pedi- 
atrician may pursue. There are other and perhaps 
more important areas which I have not touched 
upon. If the pediatrician in making his daily rounds 
will keep some of these aspects of hospital care in 
mind and will do something about them, he will 
contribute greatly to the hospital as a place where 
children might be born without complication, and 
be treated or operated upon without undue hazard 
or unpleasantness. 

University of California Medical Center, San Francisco 22. 


Social Security Footnotes 


IN ONE WAy or another, on one excuse or another, social security tax payments 
are being boosted every year or two instead of at five-year intervals as originally 
planned. In 1954, the base was raised from $3,600 to $4,200. In 1956, the tax 
rate was increased. Now, Representative Kean wants to raise the base rate from 
$4,200 to $4,800 beginning in 1959. Then in 1960, the tax rate is scheduled to 
increase 14 per cent for both employee and employer, and 34 per cent for the 
self-employed. There is no way of knowing just how expensive social security 


“insurance” to actually going to be. 


—From the Department of Public Relations, American Medical Association 
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Intra - Abdominal Injuries 


A. E. ALLEGRINI, M.D., Santa Cruz 


INTRA-ABDOMINAL INJURY without penetration, while 
relatively infrequent, may present one of the most 
difficult of all problems in early diagnosis. Increased 
mechanization in industry has brought about a 
greater incidence of intra-abdominal injury. Pene- 
trating injuries to the abdomen are of lesser im- 
portance only because the attention of the examining 
physician is immediately drawn to the site of injury. 
Early decision and proper intervention are required 
to reduce the mortality rate associated with nonpene- 
trating injury, which in many circles is considered 
to be 20 to 30 per cent. It is the purpose of this paper 
to discuss briefly the approach to a patient suspected 
of having an intra-abdominal injury and to com- 
ment on diagnosis and management. 


DIAGNOSIS 


The diagnosis of injury to an abdominal viscus is 
rarely possible immediately after an accident. The 
history of injury is of the greatest importance, Sud- 
den sharp blows to the abdomen are more likely to 
cause injury to a viscus than is pressure slowly ap- 
plied. A sharp blow is more likely to rupture a dis- 
tended viscus than an empty one. In obtaining a 
history, it is important to note whether the injury 
was diffuse or localized. Was there an associated 
injury to the back and/or pelvis? If there has been 
vomiting, the character of the vomitus’ should be 
elicited. Changes in bowel and urinary function 
should be noted as well as the color of the recent 
stool or urine. It should be noted also whether, im- 
mediately after injury, the patient had any pain 
in the abdomen that is not present at the time of 
examination. Observing the rate and character of 
the pulse, respiration and blood pressure is essential. 
The abdomen and the back should be inspected for 
evidences of localized trauma. Gentle, thorough pal- 
pation of the abdomen for areas of tenderness, rigid- 
ity and guarding must be done. Rebound tenderness 
is a good clue to peritoneal irritation. Percussion to 
note absence of dullness over the liver, a fluid wave 
or shifting dullness is also essential. Dullness to per- 
cussion which does not shift is indicative frequently 
of retroperitoneal trauma. Rigidity, from severe con- 
tusion or hematoma of the abdominal wall itself, 
may be very confusing and is usually late in onset. 

On occasion, tapping the abdomen is of value in 
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e With the increase in mechanization, the inci- 
dence of intra-abdominal injury is increasing. 
Bleeding, contamination or impairment of func- 
tion of an intra-abdominal organ must be diag- 
nosed early and dealt with immediately. Serial 
determination of hemoglobin and cell volume of 
the blood are useful diagnostic procedures. 

The older teachings of waiting for a patient 
to recover from shock before operating are to 
be decried. Immediate operative intervention to 
close a ruptured stomach, bowel or bladder, or 
to suture or remove may be necessary to save the 
life of the patient. 


diagnosis. If there is air, blood or contaminated 
fluid free in the abdominal cavity immediate opera- 
tion is called for. A “negative” tap, however, is 
meaningless. Advanced extraperitoneal hemorrhage 
will frequently cause all the signs and symptoms of 
intraperitoneal hemorrhage or ruptured viscus. Ade- 
quate, early examination will usually differentiate 
the two. An excretory urogram and cystogram 
should be made in all cases of suspected injury to 
the urinary tract. Simple measurement of bladder 
capacity is unreliable. An indwelling catheter is val- 
uable as a means of constantly observing urinary 
function. With fracture of the lower ribs, lumbar 
vertebrae, transverse processes or pelvis, urologic 
trauma is to be considered until disproved. X-ray 
studies are of great diagnostic value in all intra- 
abdominal injuries. Repeated examinations are often 
required for adequate diagnosis. 


MANAGEMENT 


On admission to the hospital, immediate attention 
should be given to the patient’s general condition. A 
patient in shock owing to abdominal trauma or to 
associated injuries should receive transfusions of 
whole blood while other studies are progressing. Oc- 
casionally it is necessary to use vasopressor sub- 
stances to maintain an adequate blood pressure. If 
the patient remains in shock after several transfu- 
sions of whole blood, and there are no other findings 
to explain the state of shock, intra-abdominal hemor- 
rhage must be assumed until there is proof to the 
contrary. Immediate operation may be required to 
establish a diagnosis and find the bleeding area. 
Serial hematocrit determinations are essential in the 
diagnosis. Procrastination with patients in shock due 
to hemorrhage is to be decried. In the more serious 
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cases, multiple, simultaneous transfusions in several 
extremities and transfusion under positive pressure 
is sometimes required before and during operation. 
Waiting for the systolic blood pressure to reach 100 
millimeters of mercury before surgical intervention 
may be fatal. 

A gastric suction tube should be placed intra- 
nasally in all cases in which intra-abdominal injury 
is suspected. With the abdomen open, the tube may 
be directed into the duodenum if necessary. 

From the time examination of the patient is begun 
and throughout the surgical procedure, blood and 
fluid replacement should be carried out as exactly 
as possible. Vomitus, stool and urine should be meas- 
ured and losses of fluid replaced with appropriate 
‘intravenous infusions. During the immediate post- 
operative period, every effort should be made to 
maintain urinary excretion at a minimum of 1000 
cc. in 24 hours. Careful consideration must be given 
to the contents of fluids that are infused; the main- 
tenance of proper electrolyte balance is an essential 
part of good management in postoperative care. 

Injuries to the stomach and small intestine usu- 
ally require suture only, while those involving rup- 
ture of the large bowel may require exteriorization 
or diversion of the fecal stream. Sometimes it may 
be necessary to mobilize the large bowel in order to 
locate the site of rupture. Recently in a case in which 
operation was done less than six hours after injury, 
I closed a large bowel rupture without colostomy, 
Adequate use of appropriate antibiotics for effective 
sterilization, both locally and systemically, is neces- 
sary to make this a safe procedure. Perforated di- 
verticula have been similarly treated. Decision as to 
whether primary closure, with or without diversion 
of the fecal stream, is to be done depends upon the 
extent of injury and the amount of contamination of 
the peritoneal cavity. Usually drains should be 
placed in cases of retroperitoneal large bowel in- 
juries. Penetrating rectal injuries usually require 
colostomy with adequate drainage. Extensive mesen- 
teric tears may call for resection if the blood supply 
or peristaltic function of the involved segment is 
impaired. Hematomata of the mesentery must be 
removed and bleeding vessels ligated, as they might 
otherwise cause intestinal obstruction later. In some 
cases injection of procaine into the mesenteric 
border of the bowel will bring about peristalsis in a 
section in which peristaltic action seems to be im- 
paired and thus prevent need for resection of it. 
Bowel with detached mesentery should be resected. 
If the spleen is ruptured splenectomy must be done 
immediately. Pancreatic injury requires sutures and 
drainage. If Wirsung’s duct is patent, the duct of 
Santorini may be ligated. Injury to the pancreatic 
duct, of course, requires repair with possible anas- 
tomosis to the bowel. Tears in the liver must be 
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sutured, and the use of Oxycel,® Gelfoam® or similar 
preparations may be life saving. In gallbladder in- 
juries, simple suturing or cholecystectomy with 
drainage is usually indicated. Urinary bladder in- 
juries require immediate operation and adequate 
drainage both through the wound and through an 
indwelling catheter. Frequently, in cases of injury 
to a kidney, operation is not necessary unless there 
is persistent shock and an enlarging retroperitoneal 
hematoma. 


Cyclopropane anesthesia is usually considered the 
safest for patients in shock, but facilities for admin- 
istering it are not everywhere available. The author 
regularly uses oxygen and nitrous oxide endotrach- 
eally, supplemented with Anectine® (diacetylcho- 
line chloride) and Demerol® (meperidine hydro- 
chloride) intravenously. Pentothal is used in minute 
amounts, with full awareness of its potential hazards. 
In dealing with injuries in children, ether by drop 
is used exclusively. 


REPORTS OF CASES 


Case 1. A middle-aged woman had been struck a 
heavy blow in the abdomen by her husband’s fist 
the previous day. Diminished peristalsis was noted 
and there was a definite fluid wave in the abdomen 
and board-like rigidity, more pronounced on the 
right side. Pain was severe. The patient had vomited 
several times. No abnormalities were observed roent- 
genographically. Slight anemia was present and the 
hematocrit showed decreased cell volume. 


A right paramedian incision made at the site of 
the blow exposed a bulging, discolored anterior rec- 
tus sheath. It was incised and huge clots of blood 
were removed. The patient had a ruptured inferior 
epigastric artery with perforation of the parietal 
peritoneum. Free blood and clots were removed from 
the abdominal cavity. No other abnormalities were 
noted. The torn vessel was ligated and recovery was 
rapid. 


CasE 2. The patient had struck his abdomen 
against the steering wheel of his car in a collision. 
At the time, he felt severe pain, which lasted only a 
few minutes. He was able to walk about without dis- 
comfort. About an hour following the accident, he 
again had severe pain in the upper abdomen and 
vomited once. He was admitted to the hospital and 
upon examination it was noted that the abdomen was 
rigid and peristalsis absent. Before preparation of 
the patient for operation was begun, x-ray films of 
the chest and abdomen were taken. A plain film with 
the patient upright showed no abnormality, but free 
air was noted in the lateral exposure. At operation 
a perforation of the jejunum was found about 20 
centimeters from the ligament of Trietz. This rup- 
ture was sutured and recovery was uneventful. 


Case 3. A young man with a history of peptic 
ulcer of many years’ duration was seen shortly after 
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a minor fall against the edge of a table. He com- 
plained of severe upper abdominal pain and on ex- 
amination board-like rigidity rapidly developed in 
the upper abdomen. Because of the previous history 
and classical findings on physical examination, the 
diagnosis was readily made. A perforated duodenal 
ulcer was observed at operation. Subtotal gastrec- 
tomy was done and the patient completely recovered. 


Case 4, A bartender, injured by a customer who 
gave him a playful “bear hug,” had discomfort in 
the left upper abdomen the next day and consulted 
a physician. He was permitted to continue work and 
for some time had no severe symptoms. Some weeks 
later he again sought medical attention because of 
a feeling of fullness in the abdomen. A large tender 
mass was palpable in the left upper quadrant. No 
other abnormalities were noted on physical exam- 
ination. A plain film of the abdomen showed obliter- 
ation of the splenic shadow in the left upper quad- 
rant which was replaced by a large and irregular 
density. Slight anemia was present. Laparotomy 
was done. The spleen was ruptured and there was a 
massive hematoma at the site and free blood in the 
abdominal cavity. After splenectomy the patient 
recovered completely. Notable factors in this case 
were that trauma was owing to pressure rather than 
a sharp blow and there was no evidence of rib 
fracture. 


Case 5. A 68-year-old man was operated upon in 
1956 because of an abdominal mass of increasing 
size. The patient said that some 47 years previously, 
while employed as a carpenter, he fell 46 feet, frac- 
turing a vertebra, several ribs and a foot. There was 
no mention then of intra-abdominal injury. Some 35 
years later, in 1944, a mass was noted in the right 
upper quadrant of the abdomen. Operation was ad- 
vised but the patient refused. Then, in 1956, because 
of increase in size of the abdominal mass and general 
discomfort, laparotomy was done. At operation a 
huge lobulated mass arising from the left lobe of 
the liver was removed. It was approximately 45 cm. 
in diameter and weighed 8.2 kg. Pathological diag- 
nosis was cavernous angioma. It was believed that 
this lesion was due to the trauma that had occurred 
47 years before. The postoperative course was un- 
eventful and the patient was discharged on the ninth 
postoperative day. 


Case 6. An elderly woman, jerking upon a garden 
hose to free it from entanglement, lost her balance 
and fell against a stone walk. In falling she received 
a blow to the abdomen on the right side. Upon ex- 
amination a large contused and abraded area in the 
right upper quadrant of the abdomen was noted. 

here was pronounced tenderness in that area with 
slight guarding and doubtful rigidity. Rebound ten- 
derness was present and peristalsis was active. Be- 
cause of the persistent pain and rebound tenderness, 
the possibility of injury of the gallbladder or liver, 
with hemorrhage, was considered. Free bile was 
aspirated from the right lower quadrant of the 
abdomen. At operation the gallbladder was seen to 
be ruptured and cholecystectomy was done. The pa- 
tient recovered. 


CasE 7. A young man sought medical advice be- 
cause of severe, diffuse abdominal pain which he 
said had begun suddenly while he was “rough-hous- 
ing” with his children. The patient had been under 
the care of another physician for the preceding 
several months and no abnormalities had been noted 
in results of laboratory tests on physical examina- 
tion. Cystoscopic examinations had been done be- 
cause of a history of passing gas through the penis, 
and no abnormalities were observed. The patient 
then had been referred to a psychiatrist, who made 
no diagnosis. The symptoms persisted. 

The patient said there had been no vomiting or 
diarrhea but that he had had pain in the left central 
portion of the abdomen for several months and had 
required frequent medical attention. Upon examina- 
tion, when first seen by the author, rigidity of the 
abdomen and decided tenderness to percussion and 
palpation, especially in the right lower quadrant, 
were noted. Peristalsis was diminished. A presump- 
tive diagnosis of perforated appendix with periton- 
itis was made. At operation, regional enteritis with 
perforation into the peritoneal cavity was observed. 
The ileum was inflamed and thickened and strongly 
adherent to the bladder, the serosa of neither being 
indefinable. The bowel was freed from the bladder, 
which was repaired with difficulty. The diseased 
portion of the ileum was resected and a side-to-side 
anastomosis to the ascending colon was made. The 
appendix was normal. The patient recovered. There 
was no further passage of gas through the penis. 


1700 Mission Street, Santa Cruz. 


No. 1 Killer 


Fourteen per cent of automobile drivers are under 25 but they are 
involved in 28 per cent of the fatal smashups—or twice their theoretical 
share. There are 11 million of these young drivers today, but there will 


be 15 million by 1965. 
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Multicentric Paragangliomas—Vagal and 
Carotid Body Tumors 


J. J. BOCIAN, M.D., and 
0. J. TUSCHKA, M.D., Fresno 


THE CASE HERE PRESENTED is the seventh case of a 
tumor of the vagal body to be reported in the medi- 
cal literature. Also in the present case there was 
independent origin of a second tumor of the right 


vagal body and a third tumor of the right carotid 
body. 


REPORT OF A CASE 


The patient, a 51-year-old Negro woman, was first 
observed June 13, 1955, with complaint of a decrease 
of 25 pounds in body weight over the preceding two 
years and increasing difficulty in breathing and 
swallowing. 


About ten years previously the patient had had 
a tumor on the left side of the neck which was treated 
by x-ray therapy in another city and she had had 
“some kind of operation inside my mouth.” She had 
had no previous other severe illnesses and no oper- 
ations. Her mother was alive and well, her father’s 
whereabouts unknown. She had two brothers and 
one sister, all alive and well. 


Upon physical examination, moderate exophthal- 
mos was noted. In the throat a smooth swelling 
extended over the right side of the pharynx. It did 
not pulsate and was quite firm. The tip of the tongue 
protruded to the left side. A mass in the larynx 
extended to the right pyriform sinus, obscuring the 
right vocal cord from view. The mass pushed past 
the midline and was immobile. A large mass on the 
left side of the neck displaced the trachea to the 
right. This displacement was observed roentgeno- 
graphically also. There was considerable stridor on 
breathing. The blood pressure was 125/85 mm. of 
mercury and the heart and lungs were normal. There 
was a tender pelvic mass which was thought to be 
either residual from pelvic inflammatory disease or 
fibroid formation. The protein-bound iodine content 
was 6.5 micrograms per 100 cc. of blood. No abnor- 
malities were noted in the blood. The result of a 
Kahn test was negative. 


_ From the Departments of Pathology and Surgery, Fresno Commu- 
nity Hospital. 


Submitted July 24, 1957. 
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A tentative diagnosis was made of carcinoma of 
the thyroid with metastasis and possible infiltration 
of the trachea. The patient was operated upon July 
2, 1955, through a transverse low collar incision. A 
large thyroid adenoma on the left side which pushed 
the trachea to the right was removed. The right 
thyroid lobe appeared to be normal and no evidence 
was seen of carcinoma of the thyroid. The patholog- 
ical report on the tissue removed was: Adenomatous 
left lobe of the thyroid gland. 

As it was noticed during the operation that the 
patient had considerable difficulty in breathing, 
tracheotomy was done and the postoperative course 
was uneventful. 

The patient was again operated upon on Novem- 
ber 17, 1955, and the right side of the neck was more 
thoroughly explored. Upon exposure of the bifurca- 
tion of the carotid vessels a tumor was found which 
seemed to be densely adherent to the common caro- 
tid artery. In attempting to remove this tumor, the 
external carotid artery was opened and was tied. An 
attempt to remove it from the internal carotid also 
caused damage to the vessel, so that severe bleeding 
occurred on two occasions. The vessel was sutured 
and it was decided to let the tumor alone. A biopsy 
specimen was taken and upon examination of a 
frozen section it was observed to be a carotid body 
tumor. It was recognized that the position of this 
tumor was such as to cause the disturbances that 
could be seen in the right side of the larynx but did 
not explain the soft tissue mass which pushed the 
right pharynx forward. Therefore dissection was 
carried higher into the neck and another tumor was 
found quite close to the base of the skull. A specimen 
was taken from it, too, and the tissue was similar 
to the carotid body tumor. This seemed to be a sepa- 
rate tumor, as there was no direct extension between 
the two. As we were unwilling to tie the internal 
carotid artery, operation was abandoned. The patient 
made uneventful recovery. 

On December 2, 1955, a Silverstone clamp was 
placed on the right common carotid artery in order 
to occlude it gradually, so that later the tumors 
could be removed without difficulty. After seven 
days the artery was completely occluded, but several 
times the wound bled profusely. No bleeding point 
could be found on exploration, and after several 
weeks the patient was discharged. 

On January 20, 1956, the Silverstone clamp ap- 
peared beneath the skin, apparently having com- 








pletely eroded through the common carotid artery. 
This was no doubt caused by severe coughing spells 
which were attributed to the tracheotomy. The clamp 
was therefore removed and the patient was sent home 
to recover. 

When examined February 27, 1956, it was ob- 
served the patient had gained weight. There was 
apparently a partial paralysis of both vocal cords 
and the voice was not completely recovered. 

On March 30, 1956, the old incision was reopened 
and the common carotid artery was removed along 
with the carotid body tumor, and the tumor at the 
base of the skull was also removed. This was possible 
because the carotid artery had previously been oc- 
cluded and there was no danger of contralateral 
paralysis. 

The patient recovered quite rapidly from this 
operation, and when examined a year later there 
was no evidence of recurrence of the tumor, although 
the voice was not fully recovered. 

From a hospital in Nebraska where the patient 
had had operation for removal of an enlarged tonsil 
in October, 1943, additional medical history was 
obtained. In March, 1943, the patient’s family physi- 
cian attempted to remove the tonsil, but enlargement 
recurred. In May, 1943, another physician applied 
electric cautery to the site. In July, 1943, daily high 
voltage x-ray treatments over the left tonsil area were 
given, using the following factors: 200 kilovolts with 
0.5 mg. copper and 1 mg. aluminum filter; 200 r 
daily, with a total dosage of 5,400 r units. The tonsil 
did not decrease in size and surgical removal was 
recommended. When the patient entered the hospital, 
the left tonsil was enlarged to beyond the midline 
of the throat and the palate was adherent to it. In 
the operation, the palate was freed from the tonsil 
and the tonsil dissected out with electric cautery. 
The dissection was very difficult and a large artery 
was opened on which it was necessary to leave 
clamps, to be removed in two or three days. 

The pathological diagnosis was adenocarcinoma, 
grade III, origin unknown. Hematoxylin and eosin 
stained slides that were sent to us from the hospital 
in Nebraska showed a structure indistinguishable 
from that observed in the tumor removed from the 
right side of the neck. In view of these observations, 
we believe that the patient had had a vagal body 
tumor on the left side and a carotid body tumor and 
another vagal tumor on the right side. 


Pathologic examination. The specimen consisted 
of five sections of irregular, rubbery, reddish-brown 
tissue up to 0.8 cm. in greatest dimension. Cut sur- 
faces were homogenous. One specimen appeared en- 
capsulated. Another, that was 4.0 cm. in greatest di- 
mension, contained a segment of the carotid artery 
2.5 cm. long. Upon microscopic examination of 
sections all parts of the tumors submitted for ex- 
amination were noted to be essentially similar in 
appearance. There were compactly arranged small 
groups of tumor cells supported by a scant, delicate 
vascular stroma (Figures 1 and 2). Dividing these 
groups into larger lobules were anastomosing bands 
of moderately dense fibrous tissue. The cells had 


Figure 1—Microphotograph of right carotid body tu- 
mor (hematoxylin and eosin stained, 100). 


Figure 2.—Section through the left vagal tumor re- 
moved in 1943. This is the common variety in which are 
seen clearly defined nests of cells simulating the structure 
of the normal carotid body (hematoxylin and eosin 
stained, < 400). 


moderate-sized round regular nuclei with an abun- 
dance of finely granular, pink-staining cytoplasm. 
In places there was a decided variation in shape, size 
and staining qualities of the nuclei, but mitotic fig- 
ures were not seen (Figure 3). In many areas the 
tumor infiltrated to a pronounced degree into the ad- 
jacent hyalinized connective tissue (Figure 4). 


DISCUSSION 


Increasing interest has been shown to tumors of 
the so-called chemoreceptor system. This consists of 
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Figure 3.—Right vagal tumor showing an area of pro- 
nounced hyperchromatism and giant cell formation. This 
is not unusual in benign tumors of this type (hematoxylin 
and eosin stained, 400). 


a group of bodies composed of nests of fairly uni- 
form “chief” cells surrounded by a scant, very vas- 
cular connective tissue. This system is composed of 
(1) the carotid body, situated at the bifurcation of 
the common carotid artery, (2) the aortic bodies in 
the vicinity of the aortic arch, especially around the 
roots of the great vessels, (3) the glomus jugulare in 
the region of the middle ear, and (4) the ganglion 
nodosum of the vagus. It has not been established 
whether they are of ectodermal or mesodermal origin. 
They are not organs of internal secretion. They ap- 
pear to have a chemoreceptor function and are sensi- 
tive to pH and carbon dioxide tension of the blood 
and are of possible importance in respiratory regula- 
tion. Unlike tumors of the adrenal medulla, they do 
not produce epinephrine or epinephrine-like sub- 
stances and do not give a positive chromaffin reaction. 
Nor should they be confused with the presso-recep- 
tors of the carotid sinus and aortic arch. 


Burman! reviewed four cases of vagal body tumors 
and added a report of one case. Laites> reported 
three cases. In one of them only the ganglion no- 
dosum was involved. In another, involvement of the 
ganglion nodosus was associated with a carotid body 
tumor on the opposite side. In the third case there 
were three independent tumors, one involving the 
ganglion nodosum, one the carotid body and one 
the adventitia of the aortic arch. Stout and Birrell 
(cited by Le Compte*) presented one case each. 
Twenty-two cases of carotid body tumors were re- 
ported from the Lahey Clinic. In none of them was 
the growth proved malignant. Two of the 22 patients 
had pharyngeal enlargements which were thought to 
be an extension of the carotid body tumor to the 
base of the skull. No mention was made of the upper 
tumors’ possibly being vagal body tumors. In the 
case reported by Burman there was evidence of 
metastasis to the pelvis, spine, lungs and skull. The 
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Figure 4.—Area of pronounced fibrosis and hyaliniza- 
tion which may account for the difficulty experienced in 
removing it (hematoxylin and eosin stained, X50). 


presence of tumor cells in adjacent blood vessels in 
the case reported by Stout was considered evidence 
of malignant disease. 

Anoxemia stimulates respiration to increase the 
tidal volume and accelerate the frequency of breath- 
ing. This is initiated in the chemoreceptor bodies 
by a decrease in arterial oxygen tension (PO,). 
Since these bodies are attached directly to large 
arteries, the ascending aorta and external carotid, 
they sample, so to speak, the arterial blood as it 
passes through them rapidly. If these structures are 
removed, little or no acceleration of breathing occurs 
in response to a lowering of the arterial oxygen ten- 
sion, for these chemoreceptor organs are not ex- 
tremely sensitive to slight changes in arterial PO.. 
They function only when anoxemia is severe. They 
thus act as an emergency mechanism, as when one 
inhales 16 per cent O, instead of 21 per cent. How- 
ever, the mechanism functions even in the presence 
of deep anesthesia and severe depression of the cen- 
tral nervous system. The hyperpnea of anoxemia is 
well developed at the arterial oxygen tension which 
is at the beginning of the slope of the oxygen disso- 
ciation curve.® 

Lahey and Warren‘ concluded that when it is 
necessary to tie the common carotid artery for the 
removal of a carotid body tumor, the carotid should 
not be tied unless there is proven malignancy in the 
tumor, or it has grown to such an extent that it 
pushes the pharynx forward and interferes with 
swallowing. Despite the fact that in the present case 
we had unusual trouble with the Silverstone clamp, 
we believe it is of great value when the common or 
internal carotid is to be ligated. 

We believe that these rarely reported tumors are 
of greater incidence but are diagnosed as something 
else. 

Fresno Community Hospital, Fresno ( Bocian) . 
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Successful Completion of Pregnancy in a 
Patient with a Hufnagle Valve 


M. C. CANFIELD, M.D., A. L. EDGAR, M.D., 
and A. P. KIMBALL, M.D., San Diego 


PLACEMENT of the Hufnagle valve* is a useful ther- 
apeutic expedient in patients with aortic insufficiency, 
since more definitive surgical operation has not 
proved practical thus far. The following is a report 
of the first patient with such a valve in place to 
successfully complete a normal pregnancy. 


REPORT OF A CASE 


The patient, a 21-year-old white woman, had a 
normal infancy and childhood until the age of seven 
years, when, because of sore throats, nosebleeds and 
rheumatism, she was out of school for most of the 
next five years. Tonsillectomy was done during this 
initial illness. 

When the patient was ten years. old the family 
moved to California from South Dakota. Soon there- 
after she had “swelling” of her body, and was out 
of school and sick most of the time for the next 18 
months. At age 18 there was another similar episode, 
because of which the patient was in hospital two 
weeks, and was confined in bed at home for three 
months. From then until the time of this report she 
had no arthralgia, fever or major respiratory tract 
illnesses. Her feet occasionally swelled in warm 
weather, but not otherwise. 

When first observed by the authors in November, 
1955, she was able to do her own housework and 
shopping, but could not climb stairs without dyspnea. 
More than ordinary exertion at a slow pace was 
impossible. There was no exertional cough, hemop- 
tysis or nocturnal dyspnea. The patient felt that her 
symptoms had increased, particularly in the preced- 
ing two years, and that she was more severely handi- 
capped than previously. 

The blood pressure was 155/40-0 mm. of mercury. 
There were no conjunctival or mucous membrane 
lesions, the color of the skin was normal, no ab- 
normality was observed in the throat and there was 

*The Hufnagle valve is a plastic sleeve containing a sliding ball 
valve, the whole unit being so designed that it can be clamped in 
place in the descending aorta below the arch. It prevents regurgitation 
of blood from the lower aorta, but of course does not eliminate that 


ae head and neck. The action df the ball v. ve makes a clicking 
sound. 
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no enlargement of lymph nodes. The teeth were 
sound. The lungs were clear to auscultation. Prom- 
inent pulsations were noted in the neck vessels, and 
a systolic thrill could be felt at the aortic area. There 
was a diastolic thrill at the mitral area. A loud to- 
and-fro aortic murmur was heard, which obscured 
the second sound. There was transmission of the 
sound downward along the left sternal border. A 
grade II systolic murmur at the mitral area, a dia- 
stolic rumble, and a snapping mitral first sound were 
heard. As determined by percussion, the heart was 
enlarged to the anterior axillary line. There was no 
enlargement of the liver. No abnormality was noted 
in the abdomen except for a prominent dynamic 
abdominal aorta and bounding femoral pulsations. 

Fluoroscopically the lung fields were normal, as 
was the diaphragmatic movement. The left heart 
border was approximately 1 cm. from the left chest 
wall, and this appeared to be largely the result of left 
ventricular hypertrophy. There was very slight dis- 
placement of barium posteriorly in the oblique 
views. There was a dynamic aortic pulsation. The 
pulmonary segment was not prominent. The electro- 
cardiogram showed a typical pattern of decided left 
ventricular hypertrophy. It was concluded that the 
patient had rheumatic heart disease, with aortic 
stenosis and insufficiency and associated mitral sten- 
osis and insufficiency. Aortic insufficiency was con- 
sidered to be the predominant lesion. 

Both the patient and her husband wished to have 
definitive treatment. A Hufnagle valve was placedt 
in the descending aorta on April 23, 1956. Operation 
and the postoperative course reportedly were with- 
out event, and the patient made a normal conva- 
lescence. Shortly thereafter it became apparent that 
the patient was pregnant, and that conception may 
actually have preceded the surgical intervention. 

The first and second trimesters of pregnancy were 
uneventful, the patient remaining quite comfortable, 
the valve sounds remaining unchanged, and vital 
capacity gradually increasing. There was a modest 
gain in weight. However, at the beginning of the 
eighth month, shortly after the Thanksgiving holi- 
day, during which the patient had overeaten some- 
what, there was an increase in blood pressure to 
160/0 mm. of mercury and slight edema was noted 
at the ankles. Reserpoid and restriction of sodium 
intake were prescribed. 


+By Dr. Henry Swan, after studies by Dr. Gilbert Blount in 
consultation. 
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Early on the morning of admittance to the hos- 
pital, December 17, 1956, the patient awakened 
acutely dyspneic and was aware of a decided change 
in the clicking sound of the valve. She was therefore 
put in hospital for further observation and treat- 
ment. The systolic blood pressure was then generally 
in the range of 180 mm. of mercury and the third 
phase remained at around 40 or 50 mm., with the 
fourth phase at zero. Digitalization was carried out, 
and with complete bed rest the patient seemed to 
respond satisfactorily. Most observers agreed that 
there was some change in the sound of the valve, 
which instead of having a clear-cut clicking sound, 
had a slight scraping sound before each click. 

Upon vaginal examination the cervix was ob- 
served to be soft and effaced and slightly dilated. 
It was, therefore, decided to induce premature labor 
by rupturing the membranes. This was carried out, 
and an uneventful four-hour labor ensued, with 
normal delivery of a healthy child. The patient did 
extremely well immediately following delivery, but 
approximately 22 hours postpartum, she suddenly 
had a convulsive episode, became quite -unmanage- 
able and thrashed about on the bed, necessitating 
restraint. The blood pressure at the time was 300 
mm. systolic. No diastolic reading was obtainable. 
The physician, thinking the valve might have stuck, 
rolled the patient on her side and pounded her back. 
More reserpine was given intramuscularly, and 
sodium amytal and magnesium sulfate also were 
administered to control the acute agitation. By the 
next day the patient was quite rational and oriented, 
but flaccid hemiplegia on the left was noted. No 
abnormalities were observed in the spinal fluid. An 
electroencephalogram was interpreted as showing 
spasm in the right temporal region. The hemiplegia 
cleared almost completely in the following week and 
the patient was discharged home. 


It was the opinion of a neurosurgical consultant 
that cerebral-angiospasm was the most likely cause 
of the postpartum episode. Pre-eclamptic toxemia 
had been considered, but the absence of albuminuria 
or retinal changes was against this possibility. After 
conversation by phone with Dr. Hufnagle (designer 
of the valve) the physician attending the patient 
suggested the possibility of retrograde thrombosis 
from the valve with small cerebral embolization. No 
completely adequate explanation of the patient’s 
postoperative complication has been evolved. At the 
time of this report, some six months after the episode 
after parturition, the patient was doing well. There 
was almost no residual hemiplegia, and the blood 
pressure was within the normal preoperative range 
at 140/0 mm. of mercury. The valve sound was nor- 
mal. 


SUMMARY 


A woman in whom an artificial valve had been 
placed because of aortic insufficiency, subsequently 
had successful completion of pregnancy. Despite an 
unexplained postpartum complication the patient 
made satisfactory recovery. 

1870 Fourth Avenue, San Diego (Canfield) . 
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Osteochondrodystrophy (Morquio- 
Brailsford Type) 


Occurrence in Three. Siblings 


ROY SMITH, M.D., and 
JAMES J. McCORT, M.D., San Jose 


In 1929 Morquio’? reported upon a family of five 
siblings, four of whom had the following abnormali- 
ties: The sternum “standing out to a point,” rela- 
tively long limbs, genu valga, pes planus, deformity 
of the vertebral column, muscle weakness and atro- 
phy, and peculiar gait resembling the walk of a duck. 
Radiographically there was a disturbance of osteo- 
genesis of the epiphyses of all the bones. The children 
were of normal intelligence and normal pubertal 
development. 


Three members of a family who had similar ab- 
normalities are reported upon herein. These patients 
are of special interest first because they were of 
Japanese ancestry, which was not so in any previ- 
ously reported cases, and secondly because two of 
the patients are twins, of which only one previous 
instance is known.® 


The prognosis is generally considered poor but in 
cases where follow-up observations have been re- 
ported®*% this gloomy outlook has lacked support. 
Hirsch® from his observations of two families sug- 
gested the existence of a florid stage followed by a 
healing stage. One of the patients described in the 
present report (Case 1) seemed to have had a 
remission, but the period of observation thus far is 
not sufficiently long to refute the belief that the 
disease is progressive with death to be expected at 
an early age (14). 


REPORTS OF CASES 


Case 1. Patient A, a 14-year-old boy of Japanese 
parentage was first observed at home in December 
1954. He had fallen out of his wheelchair and com- 
plained of pain in both knees. Roentgenographic 
examination of the legs showed greenstick fractures 
of both distal femora and both legs were put in long 
casts for a period of several months. At the end of 
this time firm bony union was found to have taken 
place. After the casts were removed, function of the 
legs slowly returned. In about six months he was 
able to discard cane and crutches and then was able 
to walk with a waddling gait. 


From the medical history it was learned that the 
child was considered to be well by his parents until 
the age of seven when it was noted that he was of 
shorter stature than children of his age. At the age 
of ten years the patient was treated by a physician 
because of complaint of pain in the hips. By the age 
of 12 he was confined completely to a wheelchair 


From the Department of Medicine and Radiology, Santa Clara 
County Hospital, San Jose. 
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Figure 1.—Full face and profile views of three brothers, 
Patients A, B and C. They were shorter than Japanese 
boys of the same age. They all had short neck, a high, 
horizontal sternum and mild kyphosis. The arms reached 
almost to the knees. The lower extremities showed a coxa 
vara and genu valva deformity. 


because of increasing pain in the hips and of severe 
weakness of both legs. 


There were six siblings. Three sisters were mar- 
ried and childless. Two of three brothers, one of 
them a twin of the patient, were short in stature 
(Figure 1). The other brother, both the parents, and 
the three sisters were of normal stature. No similar 
skeletal abnormalities were known in either branch 
of the family. It was not possible to ascertain whether 
the twins were uniovular or binovular. They were 
not identical in appearance. 


The patient was intelligent and cheerful. He was 
a high school freshman, and had a good scholastic 
standing. On physical examination some flattening 
of the bridge of the nose was noted but the skull 
otherwise appeared normal. The neck was extraor- 
dinarily short and the head seemed to rest upon the 
shoulders. The sternum stood out almost horizon- 
tally, giving the chest a barrel-shaped appearance. 
Kyphosis was present but not pronounced. The dor- 
sal and lumbar spine were short and the lower ribs 
and the iliac crest were close together, and as there 
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Figure 2 (Patient A).—The lateral roentgenographic 
view of the dorsal and lumbar spine shows a very pro- 
nounced flattening and elongation of the vertebral bodies. 
The superior and inferior margins of these bodies are ir- 
regular and there is a slight narrowing of the joint space. 
The entire spine shows a moderate degree of kyphosis. 


was also a disproportion between the limbs and the 
trunk, the fingertips reached to the knees. The 
patient walked with a decided “duck-waddling” gait. 
Despite pain and disability he was, at the time of 
this report, able to walk unassisted. 


X-ray examination of the dorsal and lumbar spine 
showed the vertebral bodies to be flattened and the 
anterior margins slightly irregular (Figure 2). The 
intervertebral spaces were also slightly narrowed. 
In the pelvis and hips, defective development of the 
epiphyses of femoral heads and the iliac crest were 
noted (Figure 3). These epiphyses were frayed and 
irregular, resulting in flattening of the femoral heads 
with a shortened femoral neck and bilateral coxa 
vara deformity. The wrists and ankles were some- 
what demineralized and a coarse trabecular pattern 
and irregular metaphyses were noted. 


Case 2. Patient B, 14 years of age, a twin brother 
—apparently not identical—of the patient in Case 1 
—had a short neck, horizontal sternum and kyphosis. 
He was knock-kneed. The changes were less pro- 
nounced than in Patient A. He was slightly taller 
than his twin (Figure 1) although definitely below 
normal stature. 


Radiographically the epiphyseal disturbances were 
slightly less than in Patient A (Figures 4 and 5). 
More pronounced degenerative changes at the mar- 
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gins of the acetabula were present, in addition to 
partial subluxation of both hips. 


Case 3. Patient C, 19-year-old older brother of 
Patients A and B, had a short neck, very slight 
kyphosis of the dorsal spine, a high, prominent and 
almost horizontal sternum. Like his brothers he 
walked with a waddling gait. He was a college sopho- 
more of excellent scholastic standing. 

Radiographic examination showed elongated, 


Figure 3 (Patient A).—The pelvis and hips show de- 
cided irregularity and retardation of development of the 
epiphyses of the head of the femora and the crest of the 
ilium. There is a coxa vara deformity with shortening of 
the femoral necks. Secondary degenerative changes are 
present at the margins of the acetabula. 


frayed vertebral borders with irregular margins. 
There was decided irregularity of the epiphyses of 
both hips as well as the epiphyses of the acetabula 
(Figure 5). The necks of the femora were short. A 
coxa vara deformity and a partial subluxation of 
both hips were observed. 


DIFFERENTIAL DIAGNOSIS 


The fundamental skeletal disturbance in these 
three patients was one of defective epiphyseal devel- 
opment. The diaphysis and metaphyses, although 
small, were not abnormal in appearance. Interference 
with epiphyseal development leading to dwarfism 
may be considered under three major headings: 
Endocrine, metabolic and developmental. 

Endocrinologic disturbance of epiphyseal develop- 
ment during infancy and childhood is due to hypo- 
pituitarism or hypothyroidism. In hypopituitarism, 
the epiphyses are small, grow slowly and fuse very 
late in life. In hypothyroidism, the epiphyses are 
delayed in appearance, are small and frequently 
fragmented, with irregular margins. The growth and 
development of the epiphysis is delayed chrono- 
logically. 

No endocrinologic deficiency was found in the 
three patients dealt with herein. 

Rickets is a common example of underdevelop- 
ment of the skeleton resulting from epiphyseal dis- 
turbance of metabolic type. In childhood it may be 
due to a lack of sufficient vitamin D intake, an in- 
sufficient amount of calcium in the diet, a so-called 
resistance to vitamin D or chronic diarrheal states. 


Figure 4 (Patient B).—The roentgenographic changes in the spine, pelvis and long bones are similar to those noted 
in Patient A, but they are slightly less pronounced. There are somewhat more degenerative changes at the margins of 
the acetabula. A partial subluxation in both hips is present. The tubular bones are thin and slightly demineralized 


(atrophy of disuse? ). They are not otherwise abnormal. 
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Figure 5 (Patient C).—Elongated, frayed vertebral borders with regular margins. There is marked irregularity of 
the epiphyses of both hips and of the epiphyses of the acetabula. The necks of the femora are short. There is a coxa 
vara deformity, and a partial subluxation of both hips. Secondary degenerative changes are also present. 


It may also result from chronic nephritis with a loss 
of base, including calcium in the urine (renal 
rickets). In rickets the diaphysis, metaphysis and 
epiphysis are underdeveloped and demineralized. 
There is fraying and flattening of the epiphyses and 
the metaphyses. 

No metabolic factor could be demonstrated in the 
three patients presented herein. 


Congenital disorders of epiphyseal development 
can result in dwarfism of several types. Considered 
as developmental disorders are: Multiple epiphyseal 
dysplasia;®11 osteochondrodystrophy of the Mor- 
quio!-Brailsford? type; osteochondrodystrophy of 
the Hunter®-Hurler’® type (gargoylism) ; achondro- 
plasia, or congenital cartilaginous dysplasia;* and 
chondro-dystrophia calcificans congenita, or stippled 
epiphyses.® 

Multiple epiphyseal dysplasia was described as an 
entity by Fairbanks® in 1949. Jackson, Hanelin and 
Albright™ considered multiple epiphyseal dysplasia 
to be a disease affecting the cartilaginous epiphyses 
of the long bones. They reported good general de- 
velopment and little disability although the patients 
were short in stature. The spine was said to be rarely 
involved but in two of the six cases they reported 
this feature was present. 


Osteochondrodystrophy of the Morquio-Brailsford 
type is characterized clinically by dwarfism, short 
neck, flat nose, horizontal sternum, kyphosis, knobby 
joints and genu valgum.® Roentgenographic features 
are generalized demineralization, flattening of the 


vertebral bodies, retarded development and fraying 
of the epiphyses of the long bones. The capital 
femoral epiphysis is flattened and there may be a 
coxa vara deformity of the hips.’:7:12:!4 We believe 
the three patients herein described fit best in this 
category. 

Hurler-Hunter’s disease, or gargoylism, has strik- 
ing clinical features. Characteristically the patients 
have coarse features, deformity of the skull, cloud- 
ing of the cornea and retarded mental development. 
Radiographically they also show deformity of the 
vertebral bodies with some elongation and irregular- 
ity at the superior and inferior margins. Further, the 
modeling of the distal ends of the long bones is not 
fully developed and these bones have a pinched-off 
appearance. The metacarpal bones are flat, irregular 
and expanded; the ribs are broad and flat; the skull 
is elongated with a large sella turcica and there is 
hepatomegaly.® 


Achondroplasia or congenital. cartilaginous dys- 
plasia causes dwarfism of the type in which the 
trunk is of normal length and the extremities short. 
Roentgenographically the bones are broad and flat 
with wide flaring metaphyses. The spine is gen- 
erally not involved and there is no scoliosis or 
kyphosis.* 


Punctate epiphyseal dysplasia is a rare disease 
characterized by an irregular frayed appearance of 
the epiphysis as well as irregular punctate calcifica- 
tion in the epiphysis. The bones are short and there 
are usually multiple deformities.® 
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DISCUSSION 


The skeletal lesions of the three patients herein 
reported upon were those of osteochondrodystrophy 
of Morquio-Brailsford type (the term proposed by 
Fairbank’). The association of thin demineralized 
bones with muscular weakness is difficult to explain. 
All motion in these patients was painful and difficult 
and their habits were therefore sedentary. The de- 
mineralization and weakness—a prominent feature 
in the present cases and in others reported in the 
literature—therefore may be due to a lack of stim- 
ulus to growth caused by disuse. 

In studying the cases reported over the 27 years 
since the initial report of Morquio, one is struck by 
the fact that there are very few “typical” cases.1® In 
any series there will be found. so-called “formes 
frustes.”!5 Thus, in the case reported by Brailsford 
there was no mention of a barrel chest; bilateral 
inguinal hernias were present, and there was a 
normal gait. 

At present, in the clinic in which we practice, we 
have records of a family of 38 persons, 13 of whom 
are known to have multiple epiphyseal dysplasia, 
and the criteria which Jackson, Hanelin and Al- 
bright"! set forth are satisfied radiographically. In 
making a comparison between the family with mul- 
tiple epiphyseal dysplasia and the one under dis- 
cussion in this paper, a number of similarities are 
apparent. Spinal involvement was noted in three of 
the 13 patients known to have metaphyseal dysplasia. 
All the patients were short-statured and as they grew 
older serious and crippling deformities developed. 
Radiographically the skeletal changes in the two 
diseases appear to differ in degree of severity and 
extent. A common denominator is a defective epi- 
physeal development which is inherited and is fa- 
milial, as indicated by the higher incidence in 
siblings. In multiple epiphyseal dysplasia a simple 
dominant genetic inheritance, with high penetration, 
is postulated,'! while Morquio’s disease is recessively 
inherited.'5 

A study of the cases herein reported and a review 
of reports of other cases leads us to believe that 
Morquio-Brailsford disease and multiple epiphyseal 
dysplasia show overlapping of clinical and radi- 
ological manifestations. It is possible that they 
represent variations in the same entity—that is, 
a disturbance of epiphyseal development that is in- 
herited and familial. 


SUMMARY 


Reports on three patients with osteochondrodys- 
trophy of the Morquio-Brailsford type are presented. 
They were members of a Japanese family in which 
both parents were normal and there were four nor- 
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mal siblings. Two of the patients were twins, ap- 
parently binovular. 


Clinically these patients were dwarfs, having short 
neck, flat nose, dorsal kyphosis, horizontal sternum, 
coxa vara, genu valga and pes planus. They walked 
with a duck waddle. Intelligence was unimpaired. 
Muscular weakness was present. 


Radiographically there was widespread disturb- 
ance of normal epiphyseal development characterized 
by defective growth and fusion. A generalized bone 
demineralization was present and the vertebral 
bodies were flattened. Secondarily there were sub- 
luxations in the weight-bearing joints, accompanied 
by degenerative osteoarthrosis. 

1090 Lincoln Avenue, San Jose (Smith). 
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Adrenal Cyst 


JULIAN H. FRIEDEN, M.D., Beverly Hills 


ADRENAL CyYsTs are rare lesions. The correct diag- 
nosis is seldom made before operation or postmor- 
tem examination. In 1951, Parker? found reports of 
19 cases in the American literature. Ellis, Dawe and 
Clagett,’ in 1952 reported 12 cases in which the le- 
sion was removed at operation. Wahle,® reviewing 
records of 13,996 autopsies, noted that adrenal cysts 
had been observed in nine cases. 


Since the adrenal glands do not contain acini with 
a central lumen, it is unlikely that retention or 
glandular cysts occur. Most of the adrenal cysts are 
either serous cysts or pseudocysts, the result of 
either hemorrhage and necrosis in a benign or ma- 
lignant tumor or the cystic resolution of a hematoma 
without neoplasm. 


Gastrointestinal symptoms occasionally result 


from pressure of the cyst on the stomach or bowel. 
There have been no endocrine disturbances _re- 
ported. The soft tissue mass above the kidney has 
been seen on x-ray examination. Calcification is 
often present in the walls of the cyst. In most of the 
reported cases, pyelographic studies showed down- 
ward displacement of the kidney. In the differential 
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diagnosis of upper abdominal and retroperitoneal 
masses, adrenal cyst must be considered. 


REPORT OF A CASE 


A 70-year-old white man was admitted to Cedars 
of Lebanon Hospital with the complaint of inter- 
mittent pain in the right lower quadrant of the ab- 
domen and occasional radiation of pain to the right 
upper quadrant, the right flank and the suprapubic 
region. The pain, varying in degree, had been pres- 
ent for about one month. There were no other 
symptoms. 

Suprapubic prostatectomy five months previously 
had alleviated urinary symptoms and there were no 
clinical complications. 

The temperature was 98.8° F, and the blood pres- 
sure 176/100 mm. of mercury. A firm, round, 
slightly tender movable mass about 10 cm. in di- 
ameter was palpated in the right lower quadrant of 
the abdomen. 

There was a trace of albumin in the urine, and 
40 to 50 erythrocytes per high power field. 

Radiologic examinations included a barium colon 
enema, an intravenous urogram and an upper gas- 
trointestinal tract series. A mass approximately 
10x15 cm. with irregular areas of calcification in its 
margins was seen in the left upper quadrant of the 
abdomen (Figure 1). It did not displace the stom- 
ach or the colon. The left kidney seemed a little 
lower than normal. A tentative diagnosis of pan- 
creatic cyst was made. 


Figure 1—Left: The cystic mass in the left upper quadrant of the abdomen is visualized in an intravenous uro- 
gram. Note areas of calcification in the margins of the cyst and the displacement of the left kidney downward. Right: 
The lateral view showing the extent and location of the cystic mass. 
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Figure 2.—The specimen, spread out after the cyst was 
split. The left adrenal gland is in the central portion. 


At operation a left upper quadrant, transverse 
abdominal incision was made. A retroperitoneal 
cystic mass separate from the left kidney inferiorly 
and from the pancreas was observed. After the over- 
lying peritoneum was incised, the cyst was seen to 
be oval, yellow and approximately 12x20 cm. To aid 
identification and for better exposure, the contents 
of the cyst, 300 cc. of brownish thin fluid, were 
aspirated. The left adrenal gland was flattened 
against the wall of the cyst at the base. The cystic 
mass, including the left adrenal gland, was removed 
after the adrenal vessels were ligated. The right 
adrenal gland was palpated and no abnormalities 
were noted. 

Through another transverse incision in the right 
lower quadrant of the abdomen, a round cystic 
hematoma, approximately 10 cm. in diameter, was 
found to bulge into the peritoneal cavity from the 
retroperitoneal space. This mass, thought to be a 
complication of the previous prostatectomy, was 
removed. 

There was no pronounced change in blood pres- 
sure or pulse rate during the surgical procedure. 
The patient remained in good condition until the 
second postoperative day, when singultus, gastric 
dilatation and emesis occurred. Approximately 60 
hours after operation he was in profound shock. 
The blood pressure was maintained with difficulty 
by use of levarterenol bitartrate solution and other 
supportive measures. Cortisone was administered 
intravenously and intramuscularly and the condi- 
tion of the patient improved progressively. On the 
fourth postoperative day, serum sodium was 122 
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mEq. per liter and serum chlorides 83 mEq. per 
liter. These deficiencies were rapidly corrected by 
giving 5 per cent sodium chloride solution. 

Gradual improvement continued. After five days 
intramuscular injections of cortisone were discon- 
tinued and Meticorten® was given by mouth. The pa- 
tient was discharged on the twelfth postoperative 
day. 

Weakness, postural hypotension and singultus de- 
veloped and serum sodium and chloride contents 
decreased. Meticorten was discontinued and corti- 
sone, desoxycorticosterone and salt were given and 
the syndrome abated. Later urinary 17-ketosteroid 
response with corticotropin (ACTH) showed adrenal 
function of the remaining gland. All medications 
were gradually withdrawn. When last seen, six 
months after operation, the patient had no com- 
plaints and had resumed his normal daily routine. 

The pathologist reported the specimen was com- 
posed of a fibrotic sac which measured 18x9.5 cm., 
with calcific plaques and with the adrenal gland 
located in the central portion (Figure 2). Nothing 
of significance was noted on study of the fluid re- 
moved from the cyst. 


COMMENT 


In this case there were no symptoms and no phys- 
ical features referable to the large cyst of the left 
adrenal gland. The lesion was noted while the pa- 
tient was being studied for another complaint. 


Of particular significance in the present case was 
the postoperative complication of shock due to 
adrenal insufficiency and the response to adrenal 
substitution therapy. It must be concluded that the 
remaining adrenal gland was unable to maintain 
the various functions following the stress of the 
operation. 


SUMMARY 


A case of a large adrenal cyst is reported. The 
postoperative course was complicated by profound 
shock, which responded to cortisone. 

9735 Wilshire Boulevard, Beverly Hills. 
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Fluoridation of Drinking Water 


WITHIN THE PAST DECADE the American public has 
been given repeated assurances that the presence of 
fluorine in drinking water, in the ratio of one part 
per million, has a deterrent effect on the develop- 
ment of dental caries. 


Dental and other medical evidence has been 
spread wide to bolster this assurance, and profes- 
sional societies throughout the country have repeat- 
edly gone on record as favoring the introduction 
of the optimum quantity of fluorine in water sup- 
plies to give this method of protection to children 
for the preservation of their teeth. 


And yet, as recently as the December Clinical 
Session of the American Medical Association in 
Philadelphia, the question of the advisability of this 
procedure has again been raised. 


Historically the presence of fluorine in drinking 
water is determined to be the reason why dental 
caries in children in one area of Texas is practically 
nonexistent. Since this observation was made, a 
number of control studies have been carried out by 
the U. S. Public Health Service and various state 
public health agencies to determine the incidence of 
dental caries in children in population groups with 
a supply of drinking water containing minimal 
amounts of fluoride and in those with fluoride 
added to the drinking water in a concentration of 
one part per million. These studies established the 
fact that fluorine in this concentration in drinking 
water was an effective method of reducing dental 
caries in children up to ten years of age. 


The American Medical Association examined the 
findings of the dentists and the U. S. Public Health 
Service and agreed with their conclusions. While 
there were some areas of disagreement on details, 
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the basic findings of the dental scientists were con- 
firmed throughout. 


While these researches were going on, opponents 
of fluoridation made their appearance. Originally, 
these opponents appeared to be persons who rely on 
faith or prayer for the healing of their bodily ail- 
ments. More recently they have been joined by some 
physicians and—odd bedfellows—some chiroprac- 
tors. In addition, some freeloading crackpots joined 
the opposition party, sometimes with comical con- 
sequences. 


One community after another across the country 
has come to grips with the problem of whether or 
not to fluoridate its drinking water. Local elections 
have been held in many places, mainly with affirma- 
tive answers but often with the reverse. 


When the local elections are scheduled, public 
debates ensue and the opposition is brought out into 
the open. It is in these cases that the strange assort- 
ment of political get-togethers is disclosed. One 
chiropractor has been traced through several Cali- 
fornia communities, where he has organized and 
actively led the opposition to fluoridation. In an- 
other area, the chief opponent, who claimed to be a 
biochemist with a long record of outstanding re- 
search, turned out to be a former mental patient 
who had gone over the wall at an Illinois state in- 
stitution and who was classified by psychiatrists 
there as harmless. 


Physicians who oppose fluoridation of water gen- 
erally do so because they are opposed to the princi- 
ple of compulsory mass medication which must be 
accepted whether the citizen wishes it or not, because 
they are not convinced that long-continued use of 
fluoride in drinking water is proven harmless or 
because they consider the method ineffective in 
preventing dental caries. Chlorination of drinking 
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water supplies is accepted by them as a means of 
preventing infectious diseases in the individual or 
the community but they consider dental caries an 
individual and not a public health problem. 


Fortunately for the good name of the American 
medical profession and the health of the people, 
the A.M.A. session in Philadelphia had access to 
studies which had been carried on by scientific 
bodies within the Association. The Council on Drugs 
and the Council on Foods and Nutrition in restudy- 
ing this whole matter referred to them by the House 
of Delegates and the Board of Trustees following 
the meeting of the House of Delegates in Seattle in 
December, 1956, concluded that (1) fluoridation of 
public water supplies is a safe and practical method 
of reducing the incidence of dental caries during 
childhood and (2) no evidence had been found 
since their previous report in 1951 to indicate harm- 
ful effects to the general health from long-continued 
use of water containing approximately one part per 
million of fluorine. 

When the debate before an A.M.A. reference 
committee and on the floor of the House of Dele- 
gates was concluded, the House went on record once 
more as approving the fluoridation of drinking 
water supplies in one-per-million concentration as a 
safe and practical method of reducing the incidence 
of dental caries during childhood. 

Final action of the House of Delegates was to 
approve a report of these two councils which had 
been requested a year earlier. This report found, 
(1) that fluoridation at the recommended level has 
been established as a means of reducing dental caries 
in children and, possibly, in adults up to age 44; 
(2) that in warmer climates where ingestion of 
water may be greater than the average, a lower con- 
centration of fluorine is advisable; (3) that the 
mottling of tooth enamel in some persons is minimal 
and is more than offset by the caries-inhibiting effect 
of the fluoride; and (4) that introduction of fluorine 
in water supplies as a prophylactic measure for 
reducing tooth decay is applicable in areas where 
less than one part per million is present in water 
supplies. 

This decision should tend to reduce the breadth 
and effectiveness of the opposition for some time to 
come. At least, it should answer in considerable part 
the pseudo-scientific arguments which have been 
raised against this procedure. The political argu- 
ments, against compulsory introduction of drugs 
into community water supplies, will doubtless re- 
quire political answers which go beyond the scope 
of the practice of medicine. This is a problem which 
must be settled by the citizens of each community. 


VOL. 88, NO. 1 + JANUARY 1958 


Diagnosis of Hemorrhagic Diseases 


RECENTLY THERE HAVE BEEN many advances in 
knowledge of the mechanism of blood coagulation. 
The abundance of new clotting factors, the confus- 
ing nomenclature associated with them and the com- 
plexity of tests required for their quantitative esti- 
mation, have raised many new problems for prac- 
ticing physicians and laboratory directors. 

One result of this new knowledge is the certainty 
that routine preoperative tests of bleeding and clot- 
ting time are not adequate in the detection of many 
types of hemorrhagic disorders. Should these tests 
be abandoned because they may lead the surgeon 
into a sense of false security? Is it not better to 
trust one’s clinical judgment and order appropriate 
tests only when indicated? In such circumstances 
would one be legally responsible if he did no pre- 
operative tests and the patient bled following oper- 
ation? Should all hospital laboratories be equipped 
to perform and interpret the wide variety of com- 
plex tests required for a complete evaluation of the 
bleeding and clotting mechanism? Should every pa- 
tient with hemorrhagic symptoms and every patient 
undergoing operation of any type be subjected to 
this vast group of time-consuming and expensive 
tests? Is there any reason why a patient having a 
tonsillectomy should have these tests before opera- 
tion, while one undergoing a gastric resection need 
not have them? 

An honest and sensible approach to these prob- 
lems is contained in the paper entitled “Diagnosis 
of Hemorrhagic Diseases” by L. W. Diggs, M.D.., 
Professor of Medicine and Director of Medical Lab- 
oratories of the University of Tennessee. The first 
installment of this article appeared in the December 
issue of CALIFORNIA MEDICINE and the second is 
published herewith. As Dr. Diggs so clearly demon- 
strates, there is no simple answer to these problems. 
Yet this is no excuse for evading the issue. Of course 
bleeding and clotting tests should not be done simply 
as routine. One would not be legally or morally re- 
sponsible for hemorrhagic complications if he had 
done a proper history and physical examination and 
found no evidence of a bleeding tendency. If there 
is such evidence, then certainly tests to determine 
the bleeding and clotting times should be done. 
However, one cannot stop there. All the tests re- 
quired to discover the cause should be done, and 
done expertly. 

By his thoughtful attention to the varying clinical 
manifestations of the hemorrhagic disorders and his 
de-emphasis of the specific details of laboratory tests 
and clotting factors, Dr. Diggs has done much to 
bring this heretofore esoteric subject down to earth. 
Every physician should benefit by reading this ex- 
cellent article. 


Paut M. AccE.er, M.D. 
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Council Meeting Minutes 


Tentative Draft: Minutes of the 428th Meeting of 
the Council, San Francisco, Mark Hopkins Hotel, 
November 10, 1957. 


The meeting was called to order by Chairman Lum 
in the Argonaut Room of the Mark Hopkins Hotel, 
San Francisco, on Sunday, November 10, 1957, at 
9:45 a.m. 


Roll Call: 

Present were President MacDonald, President- 
Elect West, Speaker Doyle, Vice-Speaker O’Neill, 
Secretary Daniels and Councilors MacLaggan, 
Wheeler, Foster, Wadsworth, Pearman, Harrington, 
Sherman, Lum, Bostick, Teall, Kirchner, Reynolds, 
Varden, Heron, Rosenow amd Hoyt. Absent for 
cause, Councilor McPharlin and Editor Wilbur. 

A quorum present and acting. 

Present by invitation during all or part of the 
meeting were Messrs. Hunton, Thomas, Clancy and 
Gillette of C.M.A. staff; Messrs. Howard Hassard 
and Robert Huber of legal counsel; Messrs. Read 
and Salisbury of the Public Health League of Cali- 
fornia; county society executives Scheuber of Ala- 
meda-Contra Costa, Geisert of Kern, Pettis of Los 
Angeles, Field of Los Angeles, Marvin of Riverside, 
Foster of Sacramento, Donmyer of San Bernardino, 
Nute of San Diego, Neick of San Francisco, Thomp- 
son of San Joaquin, Wood of San Mateo and Dono- 
van of Santa Clara; Doctors F. J. Cox, D. O. Kilroy, 
Donald M. Campbell, J. R. Upton and Andrew M. 
Henderson, Jr.; Doctors A. E. Larsen and William 
Gardenier and Messrs. Anthon Robertson, Richard 
Lyon, K. L. Hamman and Wilson Walberg of Cali- 
fornia Physicians’ Service; Doctors Jay Ward Smith, 
Malcolm Watts and Walter Macpherson, represent- 
ing the Stanford, University of California and 
College of Medical Evangelists medical schools, 
respectively; Doctor Marshall Porter, State Director 
of Mental Hygiene; Doctor Fred Kriete of the State 
Department of Public Health; Mr. George Wyman, 
State Director of Social Welfare; Doctor Henry 
Gibbons III of San Francisco, and Messrs. Hamilton 
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Wright and William Thompson of Robert Heller 


and Associates of Cleveland. 


The chairman introduced Doctor Werner Hoyt of 
Mount Shasta, who was appointed as a Councilor-at- 
Large to succeed the late Doctor Hollis L. Carey. 


A stenotype reporter was present. 
1. Minutes for Approval: 


(a) On motion duly made and seconded, minutes 
of the 427th meeting of the Council, held September 
14, 1957, were approved. 


(b) On motion duly made and seconded, minutes 
of the 266th meeting of the Executive Committee, 
held October 16, 1957, were approved. 


2. Membership: 


(a) A report of membership as of November 8, 
1957, was submitted and ordered filed. 


(b) On motion duly made and seconded, 25 de- 
linquent members whose dues have now been paid 
were voted reinstatement. 


(c) On motion duly made and seconded in each 
instance, four applicants were elected to Associate 
membership. These were: Carrie E. Chapman, Ala- 
meda-Contra Costa County; Leroy K. Mills, Sacra- 
mento County, and Robert S. Goldsmith, and Plato 
J. Grivas, San Francisco County. 


(d) On motion duly made and seconded, Doctor 


FRANK A. MacDONALD, M.D. 

FRANCIS E. WEST, M.D. 

JAMES C, DOYLE, M.D. 

J. NORMAN O'NEILL, M.D. . 2. 2... 
DONALD D. LUM, M.D. 
ALBERT C. DANIELS, M.D. . Secretary-Treasurer 
IVAN C. HERON, M.D. . Chairman, Executive Committee 
DWIGHT L. WILBUR, M.D... Editor 
JOHN HUNTON . Executive Secretary 

General Office, 450 Sutter Street, San Francisco 8 


ED CLANCY 


President 
President-Elect 


Vice-Speaker 
Council Chairman 


Director of Public Relations 


Southern California Office: 
417 South Hill Street, Los Angeles 13 * Phone MAdison 6-0683 


CALIFORNIA MEDICINE 





Eugen Reinartz of Monterey County was elected to 
Retired Membership. 

(e) On motion duly made and seconded in each 
instance, reductions of dues were granted to two 
applicants because of illness or postgraduate study. 


3. Financial: 


(a) A report of bank balances and related items 
as of November 8, 1957, was submitted and ordered 
filed. 


(b) A report of income and expenditures for 
October and for the four months ended October 31, 
1957, was submitted and ordered filed. 


4, Building Committee: 


Councilor Heron reported for the Building Com- 
mittee appointed by the Executive Committee to 
consider the purchase of a San Francisco building 
at 693 Sutter St., for use as Association headquar- 
ters. Chairman of the committee was Dwight L. 
Wilbur, members Ivan C. Heron, Edward C. Ro- 
senow, Jr., Warren Bostick, Frank A. MacDonald 
and Francis E. West. 


The committee’s report was distributed to the 
Council, together with exhibits prepared by the exec- 
utive secretary and by experts in the real estate, 
banking and construction fields. Doctor Heron an- 
swered several questions raised by Councilors who 
had examined the property. 

On motion duly made and seconded, it was voted 
to purchase this property, for delivery on or about 
July 1, 1959, through the Trustees of the California 
Medical Association or such other corporate entity 
as legal counsel might recommend. 

5. California Physicians’ Service: 

Councilor Reynolds, newly elected chairman of 
the Board of Trustees of California Physicians’ 
Service, introduced to the Council Mr. Anthon Rob- 
ertson, newly elected president of C.P.S. 

Doctor Reynolds explained the steps that had 
been taken in the reorganization of C.P.S. and Mr. 


Robertson expressed his desire to work closely with 
the C.M.A. Council and House of Delegates. 


6. State Department of Public Health: 


Doctor Fred Kriete of the State Department of 
Public Health, reported on the status of poliomyelitis 
and influenza cases in California, pointing out that 
influenza deaths to date outnumbered those from 
poliomyelitis three times. 

Doctor Kriete also reported the establishment of 
an Alcoholic Rehabilitation division within the de- 
partment, under the head of Doctor John Philp. No 
substantive changes in program are planned at this 
time. 


Doctor Kriete also reported that meetings had 
been held with six regional committees on rabies 
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control and that the program authorized by the 
1957 Legislature was under way. 
7. Legislation: 

Mr. Hassard reported that a State Senate interim 
committee was seeking the Association’s suggestions 
on the proposed establishment of a State Department 
of Health, which would assume the state’s licensing 
and regulatory functions in the field of the healing 
arts and, through another division, continue the func- 
tions of the present Department of Public Health. 
He asked Council direction on the presentation to be 
made to this committee. On motion duly made and 
seconded, it was voted to reaffirm the earlier policy 
in favor of this type of reorganization of these state 
functions. 


8. Commission on Medical Services: 


Doctor Francis J. Cox discussed several programs 
which have been discussed by the Commission on 
Medical Services and several of its subcommittees. 


On motion duly made and seconded, it was voted 
to recommend that the Relative Value Study, at a 
factor of $5, be applied to services provided under 
the Crippled Children’s Program and opposition 
to a per diem hospital rate be reaffirmed. 


On motion duly made and seconded, it was voted 
to place the program of Medical Care to Public 
Assistance Recipients under the Committee on Gov- 
ernment-Financed Medical Care Programs. 

’ On motion duly made and seconded, it was voted 
that activities in the field of vocational rehabilitation 
be handled by the Commission on Medical Services. 


On motion duly made and seconded, it was voted 
to approve the revised edition of the Relative Value 
Study, including some additional items and other 
changes made to eliminate duplications and typo- 
graphical errors. 


9. Structural Study of C.M.A.: 


Messrs. Hamilton Wright and William Thompson 
of Robert Heller and Associates, Inc., of Cleveland, 
Ohio, presented a progress report on their study of 
the structure, activities, etc. of the Association, and 
answered questions. A final report is to be made at a 
meeting of the Council scheduled to be held in San 
Francisco on December 14, 1957. 


10. State Department of Social Welfare: 


The chairman introduced Mr. George Wyman, 
Director of the State Department of Social Welfare, 
who expressed his desire to work in cooperation with 
the Association on matters of mutual concern. 


11. State Director of Mental Hygiene: 


The chairman introduced Doctor Marshall Porter, 
Director of the State Department of Mental Hygiene, 
who expressed approval of the new community men- 
tal health program and asked cooperation. 
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12. Committee on Blood Banks: 


Doctor Andrew M. Henderson, Jr., chairman of 
the Committee on Blood Banks, presented a report 
on the activities of blood banks in the California sys- 
tem, including suggestions for uniform standards to 
be adopted by all blood banks claiming sponsorship 
by the Association. On motion duly made and 
seconded, it was voted to thank the chairman for 
this report and to consider further action following 
the February, 1958, meeting of the California Blood 
Bank System, Inc. 


13. Committee on Legislation: 
Mr. Ben Read of the Public Health League of 


California reported several interim committees of 
the State Legislature were active and that medical 
representation had been furnished to such com- 
mittees. 

Doctor Dan O. Kilroy, chairman of the Committee 
on Legislation, reviewed the public welfare legisla- 
tion and reported on a proposal to transfer to the 
state the welfare programs now carried on by the 
counties. On motion duly made and seconded, it was 
voted to go on record as opposing this proposed 
move. 

Mr. Hassard reported on two proposals now before 
the Congress relative to the provision of hospital 
care, nursing care and surgery for Social Security 
beneficiaries. 


14. Public Relations: 


Mr. Clancy reported that consideration was being 
given by the American Medical Association to pub- 
lication of a tabloid form of news bulletin to reach 


all A.M.A. members. 


15. Governmental Medical Programs: 


On motion duly made and seconded, it was voted 
that the Council give a special directive to the Com- 
mission on Medical Services to study and re-evaluate 
the status of governmental encroachment on and 
intervention in the practice of medicine and to rec- 
ommend policies and a program of specific action by 
the Association as a basis for future decisions by 
the Council, this study to be undertaken at once 
and reported back to the Council for action prior to 
the 1958 Annual Session. 


16. Relative Value Study: 


Discussion was held on the recommendation of 
the Commission on Medical Services that the Rela- 
tive Value Study, at factors of $4 and $5 respectively, 
be applied to the current fee schedules A and B of 
California Physicians’ Service. On motion duly made 
and seconded, it was voted to receive this recom- 
mendation and transmit it to California Physicians’ 
Service for its consideration jointly with the Com- 
mission on Medical Services. 
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17. Medical Review and Advisory Board: 


Discussion was held on the filling of vacancies on 
the Commission on Professional Welfare, the Medi- 
cal Review and Advisory Board and the Council’s 
Liaison Committee with the California State Bar 
caused by the resignation of Doctor Joseph F. 
Sadusk, Jr. 

On motion duly made and seconded, it was voted 
to accept, with regret and with thanks for past serv- 
ices, Doctor Sadusk’s resignation as chairman and 
a member of the Commission on Professional Wel- 
fare and the Medical Review and Advisory Board. 
In his resignation Doctor Sadusk pointed out that 
in his acting as liaison between the Medical Review 
and Advisory Board and the Council he (1) had not 
at any time brought before the Council any matter 
which had not been previously reviewed and for- 
mally approved by the Board, and (2) had not at 
any time acted for the Board in matters requiring 
implementation on which a policy decision had not 
been previously reached by the Board in formal 
vote. 

On motion duly made and seconded, it was voted 
to appoint Doctor Carl M. Hadley as chairman of 
the Commission and the Board. 


On motion duly made and seconded, it was voted 
to appoint Doctor C. J. Attwood as a member and 
Doctor Francis E. West as chairman of the Council’s 
special Liaison Committee with the California State 


Bar. 


18. Insurance Claims Forms: 

On motion duly made and seconded, it was voted 
to refer to the Commission on Medical Services a 
proposed insurance claims form submitted by a 
county medical society. 


19. School Health: 

Discussion was held on proposals advanced for 
furnishing medical services to students in certain 
types of state colleges. On motion duly made and 
seconded, it was voted to refer this question to the 
Commission on Public Health and Public Agencies 
for review. 


20. Public Assistance Medical Care Program: 

Discussion was held on a request from the Kern 
County Medical Society that the fiscal agent for the 
public assistance medical care program handle 
claims from all types of persons authorized by law 
to treat the public assistance recipients. On motion 
duly made and seconded, it was voted to reaffirm an 
earlier decision that the fiscal agent handle claims 
only from physicians and surgeons, dentists and 
pharmacists. 


21. Resolution No. 10, 1957 House of Delegates: 


Doctor Henry Gibbons III of San Francisco dis- 
cussed Resolution No. 10 from the 1957 House of 
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Delegates and suggested that the Association estab- 
lish a department of investigation of illegal medical 
practices. It was agreed to take this proposal under 
consideration. 


22. Medical Libraries: 

Councilor Heron reported that there is some con- 
cern by physicians in the Bay Area about the possi- 
ble removal of the Lane Medical Library to another 
location where its services would not be readily 
available to some of its present users. The Associa- 
tion contributes to this library each year in consider- 
ation of its services being widely available. 


23. State Board of Nurse Examiners: 

A request for nomination of two candidates for 
appointment to the Advisory Council to the Board 
of Nurse Examiners, to succeed the late Ewing L. 
Turner, was received and it was agreed to make such 
nominations. 


24. Committee on Government-Financed, Medical 
Care Programs: 

On motion duly made and seconded, it was voted 
to add to the membership of the Committee on Gov- 
ernment-Financed Medical Care Programs the mem- 
bers of the Council’s special liaison committee on 
the public welfare program, under the chairmanship 
of Doctor Harrington. 


25. Public Welfare Program: 
On motion duly made and seconded, it was voted 


Executive Committee Minutes 
Tentative Draft: Minutes of the 266th Meeting of 


the Executive Committee, San Francisco, Sir Fran- 


cis Drake Hotel, October 16, 1957. 


The meeting was called to order by Chairman 
Heron in the Yosemite Room of the Sir Francis 
Drake Hotel, San Francisco, on Wednesday, Octo- 
ber 16, 1957, at 2:30 p.m. 


Roll Call: 


Present were President MacDonald, Council 
Chairman Lum, Speaker Doyle, Auditing Commit- 
tee Chairman Heron, Secretary Daniels and Editor 
Wilbur. Absent for cause, President-Elect West. 

A quorum present and acting. 

Present by invitation were Messrs. Hunton, 
Thomas, Clancy and Gillette of C.M.A. staff and 
Howard Hassard, legal counsel. 


1. Membership: 


(a) On motion duly made and seconded, Doctor 
William M. Byers of Los Angeles County was voted 
Retired Membership. 
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to approve a letter to county medical societies pro- 
posed by the liaison committee on the public welfare 
program. 


26. Athletic Injuries: 

On motion duly made and seconded, it was voted 
to approve a first aid chart for athletic injuries, to 
be distributed to school authorities by the county 
medical societies. 


27. Medical Ethics: 

On motion duly made and seconded, it was voted 
to reiterate the support of the Association for the 
Principles of Medical Ethics of the American Medi- 
cal Association, with particular reference to con- 
sultations with other practitioners and to urge all 
county medical societies to review their own actions 
in this regard. 


28. Time and Place of Next Meeting: 

It was agreed that the next Council meeting should 
be held in San Francisco on Saturday, December 14, 
1957, at which time the principal item of business 
would be the receipt and consideration of the final 
report and recommendations to be made by Robert 
Heller and Associates. 


Adjournment: 
There being no further business to come before it, 
the meeting was adjourned at 5:30 p.m. 


Dona.p D. Lum, M.D., Chairman 
Apert C. Dantes, M.D., Secretary 


(b) On motion duly made and seconded, seven 
applicants were voted Associate Membership. These 
were: Fred S. Preuss, Sacramento County; John 
Gardner, Sara E. Sykes, Howard E. Weatherly, Los 
Angeles County; Robert S. Cox, Jr., San Francisco 
County; Roger F. Scherb, San Joaquin County, and 
Loren J. O’Connor, Santa Clara County. 

(c) On motion duly made and seconded, reduc- 
tion of dues was voted for six applicants because 
of prolonged illness or postgraduate study. 


2. Building Purchase Proposal: 

Discussion was held on the proposal to purchase 
a San Francisco building as office headquarters. The 
members of the committee recessed temporarily in 
order to inspect the building personally. 

On motion duly made and seconded, it was voted 
to request a 30-day option from the present owners. 

On motion duly made and seconded, it was voted 
to appoint a committee to study all aspects of this 
proposal and report to the Council. Doctor Wilbur 
was named as chairman of the committee, he to 
appoint the other members. 
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3. Medical Review and Advisory Board: 


Discussion was held on the resignation of the 
chairman of the Commission on Professional Wel- 
fare and the Medical Review and Advisory Board. 
On motion duly made and seconded, it was voted 
to accept this resignation with regret but to request 
the chairman to remain as chairman of another 
special committee named by the Council to confer 
with the California State Bar. 

On motion duly made and seconded, it was voted 
to accede to the request of some insurance carriers 
for the return of records loaned by them to the 
Medical Review and Advisory Board. 


4. State Department of Education: 


Doctor MacDonald reported on a request received 
by him for a nominee for appointment to the Ad- 
visory Committee to the State Department of Edu- 
cation on Public School Health. He nominated 
Doctor Ben J. Siebenthal of Sacramento, a pedia- 
trician reportedly interested in this activity. 


5. Blood Banking: 


Mr. Hunton reported that financial reports re- 
ceived from Central California Blood Bank showed 
that for the past three months the bank has operated 
at a higher volume than ever before and had ac- 
cumulated a surplus from these operations. 


6. Audio-Digest Foundation: 


On motion duly made and seconded, it was voted 
to approve a move whereby the sales of educational 
tapes and of recording machines by Audio-Digest 
Foundation might be put into two separate corpo- 
rations. 


7. State Department of Mental Hygiene: 


Doctor MacDonald reported that Doctor Marshall 
E. Porter, new director of the State Department of 
Mental Hygiene, had indicated his desire to co- 
operate with the Association and it was agreed that 
he be invited to attend the next Council meeting. 


8. Committee on Other Professions: 


On motion duly made and seconded, it was voted 
to add two members to the Committee on Other 
Professions, so that subcommittees might be named 
to deal with other groups. 


9. C.M.A. Structural Survey: 


Messrs. Hamilton Wright and William Thompson 
of Robert Heller and Associates, who are currently 
surveying all C.M.A. activities and structure, were 
introduced to the committee and made a brief re- 
port on the scope of their anticipated inquiries. 


10. Council Meetings: 


On motion duly made and seconded, it was voted 
to employ stenotype reporters to attend Council 
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meetings and record and transcribe important por- 
tions of Council discussions. 
Adjournment: 


There being no further business to come before 
it, the meeting was adjourned at 6:45 p.m. 


Ivan C. Heron, M.D., Chairman 
Apert C. Dantets, M.D., Secretary 


PROPOSED CONSTITUTIONAL 
AMENDMENT 
(Second Publication) 


Under the terms of the C.M.A. Constitution, 
amendments to the Constitution must lie on the 
table until “the next session, other than a special 
session, of the House of Delegates.” During this in- 
terim the proposed Constitutional amendment must 
be published “at least twice in separate issues of 
the official journal of the Association.” 

The proposed Constitutional amendment below 
was introduced at the 1957 session of the House of 
Delegates and will be considered and acted upon at 
the 1958 session of the House of Delegates. At that 
time, “if two-thirds of the Delegates present and vot- 
ing vote in favor thereof, the same shall be adopted.” 
(Article VIII, Section 3, Constitution. ) 


RESOLUTION 

Wuereas, The physician member population of 
the State of California has enjoyed tremendous 
growth in recent years; and 

Wuereas, These physician members are entitled 
to representation in the offices and council of the 
C.M.A.; and 

Wuenreas, The Constitution of the C.M.A. as it is 
presently constituted, does not adequately provide 
this representation; and 

Wuereas, In order to grant all members the rep- 
resentation they are entitled to, the Constitution of 
the C.M.A. must be amended; 

Now, THEREFORE, The following amendments of 
the Constitution of the C.M.A. are herewith pre- 
sented to this House of Delegates in accordance 
with Article VIII, Section 3, of said Constitution. 


AMENDMENTS 
ARTICLE III 


Part B—Council 
Section 9—Composition 


The Council shall consist of: 

(a) Each Councilor District, as specified in this 
Constitution, shall be entitled to one Councilor for 
each 1,000 members, according to its membership 
as of the first day of November of the preceding 
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year; provided that each Councilor District shall be 
entitled to a minimum of one Councilor. 

(b) The President, President-Elect, Speaker and 
Vice-Speaker. 

In addition, the Secretary-Treasurer, and Editor, 
ex-officio, without the right to vote. 

(c) District Councilors shall be elected from the 
Councilor Districts. 

(d) Elected Councilors from any one District 
shall not, at any time, exceed forty per cent (40 per 
cent) of the total Council membership. 


Section 10—Councilor Districts 

There are ten districts as follows: 

District Number One, comprising San Diego 
County. 

District Number Two, comprising Imperial, Or- 
ange, Riverside, San Bernardino, Mono and Inyo 
Counties. 

District Number Three, comprising the County of 
Los Angeles. 

District Number Four, comprising Ventura, Santa 
Barbara and San Luis Obispo Counties. 

District Number Five, comprising Kern, Kings, 
Tulare, Fresno, Madera, Mariposa, Merced, Stanis- 
laus, San Joaquin, Calaveras and Tuolumne Coun- 
ties. 

District Number Six, comprising Monterey, San 
Benito, Santa Cruz, Santa Clara and San Mateo 
Counties. 

District Number Seven, comprising San Francisco 
County. 

District Number Eight, comprising Alameda 
County and Contra Costa County. 

District Number Nine, comprising Marin, Solano, 
Napa, Sonoma, Lake, Mendocino, Humboldt and Del 
Norte Counties. 

District Number Ten, comprising Sacramento, 
Amador, Alpine, Eldorado, Placer, Nevada, Sierra, 
Yuba, Sutter, Yolo, Colusa, Glenn, Butte, Plumas, 
Tehama, Trinity, Shasta, Lassen, Modoc and Siski- 
you Counties. 


Section 11—Election of Councilors 


District Councilors shall be elected by vote of the 
delegates from each district in the manner and at 
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the time specified in the by-laws; provided, how- 
ever, that at the first meeting of the House of Dele- 
gates after a District Councilor has been selected, his 
name shall be submitted to the House by the dele- 
gates from the district, and (1) if there is no chal- 
lenge by any delegate then the Speaker shall declare 
his election completed, and (2) if any delegate shall 
challenge the election on any ground, including fit- 
ness of the nominee of the district to serve as a Dis- 
trict Councilor, the questions presented by the chal- 
lenge shall be submitted to a Qualifications Commit- 
tee consisting of the President, President-Elect and 
one delegate, appointed by the Speaker, from the 
Councilor District involved. The Qualifications Com- 
mittee shall consider all grounds upon which the 
nominee is challenged and report back to the House. 
If the committee reports in favor of confirming 
the nominee’s election, the Speaker shall declare 
him elected. If the committee reports against con- 
firming the nominee’s election, a three-fourths af- 
firmative vote shall be necessary to sustain the re- 
port of the committee, in which event the nominee 
shall be ineligible to serve as the District Councilor 
and the delegates from the district shall immediately 
proceed to the selection of another nominee for the 
vacant office. If an adverse report of the Qualifica- 
tions Committee is not sustained then the nominee 
shall be declared elected by the Speaker. 


Section 14—Election of Councilors on Adoption of 
Amendments to This Constitution 
Upon the adoption of Amendments to Article III, 
Part B, Sections 9, 10, 11 and 14 of this Constitu- 
tion, the Delegates from each of the Councilor Dis- 
tricts shall proceed to elect District Councilors as 
follows: 


At the annual meeting at which these Amend- 
ments to the Constitution are adopted, each District 
shall elect the number of Councilors to which the 
District is entitled, in accordance with Section 9, as 
amended, to serve for a term of three years. 

Upon the adoption of the Amendments to this 
Constitution and the election of District Councilors, 
in accordance with the said Amendments, the terms 
of office of the Councilors-at-Large, holding office at 
the time of the adoption of the Amendments, will 
immediately cease and terminate. 





In Memoriam 


Anperson, NELSON Paut. Died in Los Angeles, December 
1, 1957, aged 58. Graduate of Rush Medical College, Chi- 
cago, 1926. Licensed in California in 1930. Doctor Anderson 
was a member of the Los Angeles County Medical Associa- 
tion. 


+ 


Benson, JEAN Ler. Died October 24, 1957, aged 36. Grad- 
uate of the University of Pittsburgh School of Medicine, 
Pennsylvania, 1946. Licensed in California in 1953. Doctor 
Benson was a member of the Los Angeles County Medical 
Association. 


+ 


BranpEL, Harry M. Died in Los Angeles, November 16, 
1957, aged 68. Graduate of Rush Medical College, Chicago, 
1912. Licensed in California in 1913. Doctor Brandel was a 
member of the Los Angeles County Medical Association. 


+ 


CrarFt, Epear D. Died January 21, 1957, aged 77. Gradu- 
ate of Tulane University School of Medicine, New Orleans, 
Louisiana, 1905. Licensed in California in 1919. Doctor Craft 
was a retired member of the Los Angeles County Medical 
Association and the California Medical Association and an 
associate member of the American Medical Association. 


+ 


Dozier, Earnest. Died November 18, 1957, aged 80. Grad- 
uate of Cooper Medical College, San Francisco, 1908. Li- 
censed in California in 1908. Doctor Dozier was a retired 
member of the Shasta County Medical Society and the Cali- 
fornia Medical Association and an associate member of the 
American Medical Association. 


Gay, Le Roy K. Died in San Francisco, November 21, 
1957, aged 56. Graduate of the University of California 
School of Medicine, Berkeley-San Francisco, 1932.. Licensed 
in California in 1932. Doctor Gay was a member of the San 
Francisco Medical Society. 


+ 


Ho.ieran, WALTER M. Died November 6, 1957, aged 68. 
Graduate of the College of Physicians and Surgeons, Los 
Angeles, 1914, Licensed in California in 1914. Doctor Hol- 
leran was a member of the Los Angeles County Medical 
Association. 


+ 


Isaac, Frank. Died October 18, 1957, aged 57. Graduate 
of New York University College of Medicine, New York, 
1929. Licensed in California in 1949. Doctor Isaac was an 
associate member of the Los Angeles County Medical Asso- 
ciation. 


+ 


LILJEDAHL, Eimer N. Died October 22, 1957, aged 65. 
Graduate of Washington University School of Medicine, St. 
Louis, Missouri, 1918. Licensed in California in 1920. Doctor 
Liljedahl was a member of the Los Angeles County Medical 
Association. 


+ 


McGurk, Raymonp Tuornton. Died in Stockton, Novem- 
ber 11, 1957, aged 74. Graduate of Cooper Medical College, 
1909. Licensed in California in 1909. Doctor McGurk was a 
member of the San Joaquin County Medical Society. 
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RopENBAUGH, FrepertcK H. Died October 31, 1957, aged 
60. Graduate of St. Louis University School of Medicine, 
Missouri, 1913. Licensed in California in 1913. Doctor Ro- 
denbaugh was a member of the San Francisco Medical 
Society. 


+ 


Scott, Joun Wituiam. Died November 5, 1957, aged 59. 
Graduate of the University of Nebraska College of Medicine, 
Omaha, 1925. Licensed in California in 1927. Doctor Scott 
was a member of the Yuba-Sutter-Colusa County Medical 
Society. 

+ 


Sister, Frank H., Jr. Died in Auburn, October 23, 1957, 
aged 42. Graduate of the University of Oklahoma School of 
Medicine, Oklahoma City, 1940. Licensed in California in 
1946. Doctor Sisler was a member of the Placer-Nevada- 
Sierra County Medical Society. 


+ 


Swanson, Leonarp A. Died in Los Angeles, October 21, 
1957, aged 61. Graduate of the University of Nebraska Col- 
lege of Medicine, Omaha, 1923. Licensed in California in 
1944, Doctor Swanson was an associate member of the Ven- 
tura County Medical Society. 


+ 


Van Painc, Joun Francis. Died October 11, 1957, aged 
71. Graduate of the Chicago College of Medicine and Sur- 
gery, 1914. Licensed in California in 1923. Doctor Van Paing 
was a member of the Santa Barbara County Medical Society. 


+ 


Wa ker, Leon R. Died in Pasadena, November 18, 1957, 
aged 51, of heart disease. Graduate of the College of Medical 
Evangelists, Loma Linda-Los Angeles, 1936. Licensed in 
California in 1936. Doctor Walker was a member of the Los 
Angeles County Medical Association. 


+ 


Watters, Paut R. Died in Berkeley, November 5, 1957, 
aged 72, of acute coronary occlusion. Graduate of Jefferson 
Medical College of Philadelphia, Pennsylvania, 1908, Li- 
censed in California in 1913. Doctor Walters was a member 
of the Alameda-Contra Costa Medical Association. 


+ 


Wicim, Trueman Isaac. Died October 26, 1957, aged 72. 
Graduate of the Chicago College of Medicine and Surgery, 
1915. Licensed in California in 1937. Doctor Wigim was a 
retired member of the Los Angeles County Medical Associa- 
tion and the California Medical Association, and an asso- 
ciate member of the American Medical Association. 


+ 


Woetz, Emiry F. Died in San Francisco, November 18, 
1957, aged 77. Graduate of Universitat Bern Medizinishce 
Fakultat, Bern, Switzerland, 1920. Licensed in California in 
1926. Doctor Woelz was a retired member of the San Fran- 
cisco Medical Society and the California Medical Associa- 
tion, and an associate member of the American Medical As- 
sociation. 


+ 


ZanceR, Henry G. Died on a Mt. Hamilton ranch, No- 
vember 9, 1957, aged 61, of heart disease. Graduate of the 
University of Minnesota Medical School, Minneapolis, 1921. 
Licensed in California in 1921. Doctor Zanger was a member 
of the Santa Clara Medical Society. 
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Cahfornia Medical Association 


I 956 Annual Session 


AMBASSADOR HOTEL, LOS ANGELES 


Apnil 27-30 


THREE 
POSTGRADUATE 
COURSES 
MONDAY 
TUESDAY 
WEDNESDA Y 


9:00 a.m.-noon 


FOUR DAYS 


+ 
PRESIDENTS 
DINNER DANCE 


+ 


HOUSE OF 
DELEGATES 


REGISTRATION DAILY 


Liver Diseases—A NINE-HOUR COURSE 
U.S.C. SCHOOL OF MEDICINE 


Abdominal Pain—A NINE-HOUR COURSE 
-_U.C.L.A. SCHOOL OF MEDICINE 


Management of Trauma—A NINE-HOUR COURSE 
COLLEGE OF MEDICAL EVANGELISTS 


A FEE WILL BE CHARGED FOR THE ABOVE COURSES 


GENERAL SCIENTIFIC MEETINGS 
TECHNICAL EXHIBITS SCIENTIFIC EXHIBITS 
MEDICAL MOTION PICTURES 


TUESDAY, APRIL 29 
COCOANUT GROVE, AMBASSADOR HOTEL 


SUNDAY, APRIL 27 AND WEDNESDAY, APRIL 30 


9:00 a.m. to 5:00 p.m. NO REGISTRATION FEE 


Please make hotel room reservations only through C.M.A. office in San Francisco 


(Use reservation request form on next page) 





APPLICATION Eighty-seventh Annual Session 


FOR HOUSING CALIFORNIA MEDICAL ASSOCIATION 
ACCOMMODATIONS Los Angeles, California 


FOR YOUR CONVENIENCE in mak- APRIL 27-30, 1958 

ing hotel reservations for the coming 

meeting of the California Medical 

Association, April 27 to 30, 1958, *x 
Los Angeles, hotels and their rates are HOTEL ROOM RATES 


at the right. Use the form at the bot- 


tom of this page, indicating your first AMBASSADOR HOTEL Single Twin Beds Suites 
and second choice. Because of the lim- 3400 Wilshire Boulevard 


ited number of single rooms available, Main Building 9.00- 19.00 12.00-22.00 28.00-38.00 
you will stand a much better chance Garden Studios 17.00-23.00 22.00-30.00 40.00-54.00 
of securing accommodations of your 
choice if your request calls for rooms 
to be occupied by two or more persons. 
All requests for reservations must 
give definite date and hour of 
arrival as well as definite date 
and approximate hour of depar- HOTEL CHANCELLOR 

ture; also names and addresses of 3191 West Seventh Street... 7.00- 8.00 10.00-12.00 


all occupants of hotel rooms must 
i - SE 
be included. SHERATON-TOWN HOU 


2961 Wilshire Boulevard..... 11.00-18.00 16.00-23.00 31.00 


CHAPMAN PARK HOTEL 
3405 Wilshire Boulevard 12.00-16.00 20.09-25.00 


THE GAYLORD HOTEL 
3355 Wilshire Boulevard... 


ALL RESERVATIONS MUST BE *The above quoted rates are existing rates but are subject to any change which 
RECEIVED BEFORE: APRIL 1, 1958 may be made in the future. 


CALIFORNIA MEDICAL ASSOCIATION 
450 Sutter Street—Room 2000 
San Francisco 8, California 


Please reserve the following accommodations for the 87th Annual Session of the California Medical Association, in Los Angeles 
April 27 to 30, 1958. 


Single Room $ Twin Bedded Room $ 
Small Suite $ Large Suite $ 
First Choice Hotel 


ARRIVING AT HOTEL (date)... A eee POR sisi P.M. \ Hotel reservations will be held until 
Leaving (date) e eee! eee P.M. ( 6:00 P.M., unless otherwise notified 
THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each twin- 


bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the 
rooms asked for: 
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medicairevie w 


and advisory board 


cr THE 


CALIFORNIA MEDICAL 


ASSOCIATION 


Analysis of Your Professional Liability Insurance Policy 


JOSEPH F. SADUSK, JR., M.D., Oakland, HOWARD HASSARD, LL.B., 


and ROLLEN WATERSON, San Francisco 


THE PROBLEMS of adequate professional liability 
insurance coverage have become increasingly ob- 
vious to physicians with the rapid and progressive 
increase in premiums for such insurance since 
World War II. These problems, together with the 
growing complexity of the field and the increasing 
size of claims, settlements and judgments, make it 
mandatory for the physician to know whether or not 
he is adequately protected. Many are not. 


Every physician should read his professional lia- 
bility policy carefully to determine the extent of his 
coverage. The purpose of this communication is to 
guide him in an analysis of his contract and of 
other important aspects of his insurance protection. 


The physician’s analysis should, of course, . be 
supplemented by the advice of an attorney who is 
thoroughly familiar with current malpractice trends 
in the state in which the physician practices. Pro- 
fessional liability insurance coverage is a very 
highly specialized branch of the industry; relatively 
few otherwise qualified attorneys and insurance men 
realize the implications of policy provisions, in- 
suring agreements, applications, exclusions, the need 
for long term coverage by a stable carrier, expert 
claims service and other factors. Furthermore, pro- 
fessional liability risks are not uniform and static; 
the problems vary from physician to physician, 
from locality to locality and from time to time. 
Some brokers and insurance company representa- 

Member, Committee on Medical-Legal Problems, American Medical 
Association; formerly Chairman, Medical Review and Advisory Board, 
California Medical Association (Sadusk); Legal Counsel, California 


Medical Association (Hassard); Executive Secretary, Medical Review 
and Advisory Board, California Medical Association (Waterson). 
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e The most important lessons for the physician 
to learn in regard to his professional liability in- 
surance coverage are the following: 

1. The physician should carefully read his 
professional liability policy and should secure 
the educated aid of his attorney and his insur- 
ance broker, if they are conversant with this 
field. 

2. He should particularly read the definition 
of coverage and carefully survey the exclusion 
clauses which may deny him coverage under cer- 


tain circumstances. 


3. If the physician is in partnership or in a 
group, he should be certain that he has contin- 
gent partnership coverage. 

4. The physician should accept coverage only 
from an insurance carrier of sufficient size and 
stability that he can be sure his coverage will be 
guaranteed for “latent liability” claims as the 
years go along—certainly for his lifetime. 

5. The insurance carrier offering the profes- 
sional liability policy should be prepared to offer 
coverages up to at least $100,000/$300,000. 

6. The physician should be assured that the 
insurance carrier has claims-handling personnel 
and legal counsel who are experienced and ex- 
pert in the professional liability field and who 
are locally available for service. 

7. The physician is best protected by a local 
or state group program, next best by a national 
group program, and last, by individual coverage. 

8. The physician should look with suspicion 
on a cancellation clause in which his policy may 
be summarily cancelled on brief notice. 

9. The physician should not buy professional 
liability insurance on the basis of price’ alone; 
adequacy of coverage and service and a good in- 
surance company for his protection should be the 
deciding factors. 
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tives are properly qualified and currently informed, 
but the fact that many are not is evidenced by the 
faulty contracts sold to many physicians. Many state 
medical associations and some county societies re- 
tain legal counsel who are well qualified to provide 
the highly specialized advisory service required by 
the purchaser of professional liability insurance. 


THE GENERAL PROBLEM 


The increasing problems in professional liability 
coverage are nationwide. In some states, insurance 
carriers have cancelled or drastically modified their 
coverages because of an increasing hazard in which 
the ratio of incurred losses to premiums (loss-ratio) 
continues to soar faster than the rapid increase in 
premiums. 


As an example of the mounting hazard, statistics 
for a group program in Northern California show 
that during the period 1946 through 1951, one of 
every twelve physicians had a malpractice claim of 
some type levied against him each year. One of 
every fifty-two physicians in the program has an 
actual malpractice suit filed against him each year. 
One of every fourteen physicians had a complaint 
presented by a patient which required investigation 
by the insurance carrier. 

Even more disturbing is the growing dissatisfac- 
tion of insurance carriers with the field of profes- 
sional liability, with the result that more and more 
carriers are discontinuing insurance of this type. 
Indeed, some insurance carriers, realizing that this 
is a losing field, have offered professional liability 
insurance to a physician only if he permits the car- 
rier to sell him other types of insurance on which a 
profit can generally be made. This is commonly 
known as the “package deal.” 


There are four factors which make the insurance 
carrier dissatisfied with the field of professional 
liability: 

1. The problem of latent liability. 

2. The progressive increase in losses in such in- 
surance due to inflation and the increasingly critical 
attitude of public, juries and judges toward medi- 
cine. 


3. The relatively small volume of sales of this type 
of insurance. 


4. The growing dissatisfaction of physicians with 
the progressive increase in premiums by means of 
which the insurance carrier hopes to offset stagger- 
ing losses. 


The problem of the latency of medical practice 
claims is doubtless the most distressing of these fac- 
tors to the insurance company. This “latent liability 
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factor” may be defined as the relatively long lapse 
of time between the alleged act of malpractice and 
the filing of a claim or suit. With automobile and 
other types of liability insurance, the carrier gener- 
ally knows at the end of each policy year, or shortly 
thereafter, the entire extent of its liability exposure. 
With medical malpractice, on the other hand, claims 
for alleged malpractice may not become known until 
many years after the incident which is cited as a 
basis for the claim. This problem varies from state 
to state, depending upon the statute of limitations 
for filing of a suit. In some states, the statute is 
strictly applied by the courts, In these states, the pa- 
tient may file a suit only during the period defined 
by the statute, which begins to run on the date upon 
which the last treatment was given by the physician 
or when the patient reaches majority or regains 
mental competency. In California, the statute js in- 
terpreted by the courts as providing that a patient 
may file a suit or claim against a physician one year 
after the patient has acquired knowledge of a right 
of action. This means that the patient has practically 
his entire life or the physician’s lifetime in which to 
file a suit. For instance, if a surgeon inadvertently 
leaves a clamp in an abdomen during an operation 
and the patient is told forty years later, when a 
gastro-intestinal series is made, that such a clamp is 
present, the patient then has one year in which to 
file a suit. In the case of minors, the statute of 
limitations begins to run only after the child reaches 
his majority—at age 21. Thus the physician who 
treats an infant today may be sued for the results 
of that treatment more than 21 years hence. Be- 
cause of these “latent liability” factors of profes- 
sional liability insurance, it is impossible for insur- 
ance carriers promptly to compute losses with any 
accuracy for a given year. The insurance policy for 
the year in which the incident occurs is the policy 
which covers the physician for his acts and omis- 
sions of that year, regardless of the year in which 
the suit is filed. This is a most important point for 
physicians to know. 


The latent liability factor, when combined with 
the constant inflationary spiral, creates another ma- 
jor problem for the professional liability insurer. 
Premiums collected today are based on today’s 
economy—upon current costs of defending cases 
and upon the size of judgments being awarded by 
today’s juries. But what will the costs and the judg- 
ments be, say twenty years from today? If by that 
time inflation of today’s economy is 100 per cent, 
then the premium collected today is only half 
enough to pay the costs and indemnities of latent 
suits filed in 1977 for an act of alleged malpractice 
in 1957. 


Over the entire country it is clearly evident that 
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the incidence of malpractice suits per hundred physi- 
cians insured has increased considerably since World 
War II, and that inflation has produced both an 
increase in the size of judgments and an increase in 
the cost of defense. These factors necessarily lead 
to an increase in the premium. 

The physician should also realize that the interest 
of insurance carriers in medical malpractice insur- 
ance is not great because of the relatively small 
number of potential sales for medical malpractice 
insurance as compared to other types of liability 
coverage. The average insurance carrier looks upon 
the selling of malpractice insurance as a “courtesy” 
or “accommodation” rather than a profitable enter- 
prise. When the problem becomes too great, the car- 
rier deserts the professional! liability field. 


THE INSURANCE CARRIER 


The selection of an insurance carrier for pro- 
fessional liability coverage is of paramount im- 
portance because of the latency of malpractice 
claims, i.e., a claim may be entered or a suit be filed 
against a physician many years after the year to 
which the policy and premium applies. 

It is therefore most important that the insurance 
carrier be selected on the basis of its past, present 
and predictable future stability. There should be 
every reason to believe the company will remain in 
business and will remain stable for many years—at 
least for the duration of the physician’s life. The 
carrier should be licensed under the insurance laws 
of the state in which the physician practices, or be 
permitted by such laws to write contracts as a sur- 
plus line insurer. 


The size of the company should be substantial. 
One rule of thumb applied in one group program 
is that paid-in capital and unassigned surplus of the 
carrier should be at least ten times the aggregate 
annual gross premiums paid by all physicians in the 
group for malpractice insurance for the immediately 
preceding year, or a minimum of $5,000,000, which- 
ever is greater. No precise rule can be stated—re- 
sources available to policyholders should be sub- 
stantial. 

The carrier should preferably be a company with 
its home office in the United States. If the carrier 
has its home office in a foreign country, there should 
be adequate reserves of the carrier on deposit in the 
United States and applicable to payment of the 
physician’s malpractice claim. This is important 
since at some remote future date there may arise a 
conflict between the carrier and the physician as to 
the payment of a judgment. The physician will then 
be able to sue the company in his own state or in 
the federal courts only if the carrier is in the United 
States or has applicable funds on deposit in the 
United States, If the carrier were a foreign company, 
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with no money on deposit and specifically assigned 
to this purpose in the United States, the physician 
would be obliged to enter suit against the carrier 
in the courts of the foreign country. The laws of that 
country could apply. 


Finally, an insurance carrier with previous ex- 
perience in the malpractice field should be preferred 
over those with no previous experience. The reason 
for this will become obvious in later discussion. 

It is profitless to discuss the pros and cons of the 
stock versus the mutual company, since the matter is 
one of individual preference. Further, the size, sta- 
bility, efficiency, experience and service of com- 
panies are the important variable factors and should 
be the deciding ones. 


There are two additional points to consider. There 
should be some evidence that the policy will be re- 
newed each year and there should be sufficient 
volume of business for the insurance carrier in the 
area in which the physician practices for it to have 
experienced malpractice claims adjustors and de- 
fense counsel immediately available. 


TYPE OF PROGRAM 


A local (county or state medical society) group 
malpractice program has many advantages over the 
individual malpractice policy. Here are a few of the 
advantages: 


1. Better Insurance Protection 


Group negotiation can make possible a far better 
and safer insurance contract than is uniformly made 
available to individual physicians. For example, 
some group contracts have been drafted, not by the 
insurance company, but by the attorney for the 
group. In such groups the coverage is uniformly 
broad, exclusions are safe and well defined and 
policy provisions reflect the needs of the insured as 
well as the insurer. Such carefully “tailored” con- 
tracts make it unnecessary for the members of the 
group to concern themselves with every technical 
detail in the policy, whereas, to be safe, physicians 
buying individual contracts must have them analyzed 
in detail. 


2. No Underwriting Discrimination 


Some insurance carriers discriminate against phy- 
sicians who are known to be hazardous risks because 
of their field of work: (one carrier recently refused 
coverage to orthopedists, plastic surgeons and radi- 
ologists.) Who is to be excluded from medical mal- 
practice insurance coverage—which may be tanta- 
mount to being excluded from medical practice— 
should be a determination of physicians rather than 
insurance underwriters. Such discrimination is pre- 
vented by group programs. 
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3. Control of Procedures by Physicians 


At times and in certain areas, insurance compa- . 


nies have effectively prevented physicians from per- 
forming certain hazardous procedures through 
excluding insurance coverage of those procedures 
or by the device of surcharges so high that physi- 
cians could not afford to pay the premium and there- 
fore discontinued doing the procedures. Under a 
group program such underwriting controls by in- 
surance companies over what procedures a physician 
may perform are held within reasonable bounds. 


4. Collection of Loss Data 


Few, if any, insurance companies writing pro- 
fessional liability coverage on an individual basis 
keep separate and adequate malpractice loss data, 
none will divulge such information if they have it. 
Under a group program, loss data may be collected 
by the group and analyzed with the objectives of 
testing the reasonableness of premiums and, most 
important, establishing the underlying causes of 
claims and suits. Without knowledge of causes and 
sources of claims, there can be no effective preven- 
tion program. 


5. Prevention (Safety) Programs 


Based upon loss data that can be collected only 
under a group program, the group may set up an 
effective prevention—or safety—program, with a 
long term view to reducing the incidence of claims 
and lessening liability. 


6. Better Defense of Suits 


In addition to protection against financial loss, 
the professional liability carrier contracts to provide 
a highly specialized professional service: The de- 
fense of law suits that may be brought against the 
insured. The expertness of this service is of para- 
mount importance to the physician when he becomes 
the target of a malpractice claim or suit. The volume 
of suits defended under a group program is usually 
great enough to provide the required experience for 
the defense attorney or group of attorneys retained 
by the group carrier. On the other hand, when phy- 
sicians are separately insured under a number of 
carriers, their locally available attorneys seldom 
have enough malpractice trial work to become ex- 
perts in the field. It has been learned that otherwise- 
brilliant attorneys who are without long experience 
in professional liability trial work are handicapped 
in the defense of a malpractice suit. 


There is another reason many suits are better 
defended under a group program. In an increasing 
number of cases two or more physicians are named 
defendants in the same lawsuit. When each physician 
is individually insured by a different carrier, each 
has a different attorney, representing a different 
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insurance company, to defend him. It is the duty 
of each of these attorneys to defend his individual 
client—and to protect the funds of his own insur- 
ance company. During the trial of an unwarranted 
suit this is sometimes accomplished by subtly point- 
ing the finger of invented blame at another insurance 
company’s defendant doctor. The “defense” of the 
case becomes a farce of shifting nonexistent blame; 
the jury is convinced that there is liability where ac- 
tually there is none and the case is lost—by one or 
more of the separately insured doctors. Under a 
group program, however, where all defendant doc- 
tors have the same insurance, the total effort is to 
cooperate to defend the unwarranted case. The group 
carrier has incentive only to defend the case, not to 
get one doctor out by making another assume a 
liability that does not exist. 


7. Better Claims Handling 


Closely allied to defense is another vital service 
—claims handling. This involves investigation of 
each case, including all records and other pertinent 
and often highly technical medical information. 
Claims handling also includes negotiations with 
claimants and their attorneys, judgments as to 
whether to defend or settle cases, assistance in prep- 
aration for trial and many other matters that must 
be handled with great skill and understanding. It 
will readily be seen that years of training and ex- 
perience with many professional liability claims are 
required to develop expert malpractice claims man- 
agers. Companies handling a small volume of pro- 
fessional liability cases cannot develop an able, 
specialized, malpractice claims handling team. Group 
coverage permits the development of skilled claims 
managers. This is of great importance to the insured 
physician, because poor claims handling turns minor 
incidents into major lawsuits that require weeks of 
the physician’s time in preparation for trial and 
many days in court, not to mention financial risk 
and the inescapable emotional trauma. Physicians 
should remember that they buy both financial pro- 
tection and a number of vital and highly specialized 
services when they buy malpractice insurance. The 
service is often more important than the financial 
protection. 


8. Influence Over Claims Disposition 


Under a proper group program, a committee of 
physicians representing the group assists in the in- 
vestigation of the technical aspects of claims and 
can have considerable influence over which claims 
are to be paid by out-of-court settlement and which 
are to be defended. Without such a voice in the 
disposition of claims, decisions to settle or defend 
may be guided by insurance company expedience 
rather than in terms of the long range needs and 
objectives of the profession. 
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Summarizing this section, it becomes clear that 
neither knowledge nor control of its own malpractice 
problem are available to the profession except under 
properly designed group professional liability pro- 
grams. Malpractice is a medical problem. Insurance 
companies can and do desert the field of malpractice, 
but the profession must continue to live with it. 
Better coverage, better claims handling and legal 
defense, better prevention programs, more equitable 
selection of risks and better control of the entire 
problem of professional liability are the advantages 
of group over individual insurance underwriting. 
The long range interests: of the profession, rather 
than the immediate interests of the insurance car- 
rier, are served by the group program. 


STATE OR COUNTY VERSUS NATIONAL GROUPS 


Malpractice insurance programs of the national 
specialty groups share some of the adyantages of 
local group plans over individual underwriting, but 
there are also distinct disadvantages and dangers 
inherent in this approach to the professional liability 
problem. 

The advantages the national specialty group pro- 
grams can share with local group plans are enumer- 
ated above under the headings, “Better Insurance 
Protection,” “Control of Procedures by Physicians,” 
“Collection of Loss Data,” “No Underwriting Dis- 
crimination,” and, in a limited sense, “Prevention 
(Safety) Programs.” 

The dangers of the national specialty group mal- 
practice insurance plans may be summed up in the 
general statement that they divide the profession 
locally and are too remote to assure the physician 
that he will have good claims handling and, perhaps, 
good defense. Malpractice claims and suits have local 
origins and must be investigated, handled and de- 
fended locally. If all specialists and general practi- 
tioners in the local community are insured under 
their separate national programs, then they have lost 
the local cooperative and community of interest of 
all physicians that is so essential to prevention and 
to the handling and defense of claims. 

Today, most cases involve two or more specialties; 
unity not division is needed. The general practitioner 
who first saw the patient, the specialists who later 
assisted in the diagnosis or treatment of the patient 
—all often become defendants in the same suit. 
With each physician separately insured under his 
own national specialty program, the dangers and dis- 
advantages of a divided defense are present. Each 
attorney tries to “get his client out”—often at the 
expense of creating a nonexistent case against other 
defendant doctors. A divided defense of unwarranted 
suits increases the costs of malpractice to the pro- 
fession. All doctors in a given community, regard- 
less of practice, should be insured under the same 
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carrier. Only under such local group programs can 
there be a united approach to a common problem. 

In any given local area, a national specialty pro- 
gram will probably lack sufficient concentration of 
insured doctors to provide the volume of claims and 
suits necessary to produce locally the expert and ex- 
perienced claims personnel and malpractice defense 
attorneys so desperately needed by the physician 
when he is sued. Claims must be investigated and 
defended locally. 


National specialty societies can join the needed 
campaign to educate physicians in the causes and 
prevention of malpractice claims and suits. But all 
of the actual prevention must be done at the local 
level, with the cooperation of physicians in all types 
of practice, or it will not be done at all. For example, 
there is reliable information that proper hospital 
staff organization, with adequate supervision and 
control of the professional work, results in a low 
incidence of suits and claims against the physicians 
who work in the hospital. In other hospitals, where 
there is little or no staff control over the professional 
work, the incidence of claims and suits against phy- 
sicians on the staff is far greater. It becomes clear 
that effective medical staff organization is an im- 
portant factor in malpractice prevention; this cannot 
be accomplished by national programs that divide 
the staff members. It can be accomplished only by 
local cooperation of physicians in general practice 
and in all the specialties, with a common interest in 
a single local malpractice program. 


Most of the causes of malpractice claims and suits 
require local treatment by a unified local profession. 
Causes vary from state to state—even from county to 
county. The applicable law is different in every state. 
The national specialty societies can help in solving 
the problem only through the use of their excellent 
facilities for professional education. They cannot take 
the local action necessary to malpractice prevention. 

Consequently, it is suggested that physicians set 
up local group programs for the handling of pro- 
fessional liability insurance. Whether this be set up 
on a county, regional, or state basis depends upon 
factors such as the geography and size of the state. 
The important point is that a local group program, 
properly conceived and operated, has greater poten- 
tial than either individual coverage or national 
specialty group coverage. 


TYPE OF CONTRACT AND EXCLUSION CLAUSES 


The insurance policy should contain a broad defi- 
nition of the acts or omissions insured against, that 
is, all claimed malpractice, errors or mistakes, breech 
of implied contract, assault, battery, slander, etc. 
Some of the deficiencies found in representative pro- 
fessional liability insurance policies involve the way 
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they exclude coverage for alleged criminal acts such 
as assault and battery or abortion, guarantees of 
diagnosis and treatment, restrictions as to use of 
fluoroscope and performance of medical. practice 
under the influence of “drugs,” and certain haz- 
ardous procedures such as spinal anesthesia. 

It is certainly clear that the insurance carrier 
should not be obligated to pay for claims or judg- 
ments resulting from criminal acts. However it is 
likewise clear that such charges may be erroneously 
brought against the physician by the patient and 
consequently a proper policy should not exclude 
defense of the physician for these charges. The con- 
tract may properly exclude indemnity for claim or 
judgment but the physician should first be found 
guilty of these charges. In other words, it should be 
up to the court—not the insurance company—to 
determine whether the doctor is guilty of a criminal 
act or is practicing under the influence of alcohol 
or narcotics. 

The use of terms such as “practicing under the 
influence of drugs” is potentially detrimental to the 
physician since the term “drugs” includes practically 
any type of medication. If the physician takes a 
capsule of a barbiturate to promote sleeping for the 
night, an alleged act of malpractice performed dur- 
ing that night could be excluded by the company not 
only for payment of a claim or judgment but also 
for defense, since properly speaking, a barbiturate 
is a “drug.” To summarize this point, there should 
then be no exclusions as to the obligation of the 
carrier to defend. Exclusions should apply only to 
the indemnity for criminal acts, or acts undertaken 
_ by the physician while under the influence of nar- 
cotics or alcohol. 

This also brings up the important point of the 
“ouarantee of diagnosis or treatment.” Again, there 
should be no exclusions as to obligation of the car- 
rier to defend for such alleged: guarantee to the 
patient. If, in the trial of the case it becomes ap- 
parent that the physician was guilty of guaranteeing 
the diagnosis or treatment, then it would be proper 
for the insurance company to refuse to indemnify. 

In some insurance policies, there is an exclusion 
of coverage for the use of “hand fluoroscopes.” This 
is a deleterious exclusion clause for the physician, 
since the term “hand fluoroscope” is rather general. 
Does this term apply to the fluoroscope generally 
used by the physician in present day practice? Or 
does it apply to the portable fluoroscopic screen, 
commonly used many years ago, with regular x-ray 
apparatus? Consequently, such exclusions for hand 
fluoroscopes should not be accepted by the physician, 
unless there is a clear definition of what the term 
“hand fluoroscope” means. 


The exclusion of certain types of hazardous pro- 
cedures such as the caudal or spinal anesthesia is 
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again detrimental to the insured. As physicians, we 
realize that hazardous procedures from time to time 
have to be employed for the benefit of the patient. 
Consequently, it is necessary for the insurance car- 
riers to cover such hazardous procedures, provided 
the physician is willing to pay an appropriate pre- 
mium for the hazard involved. Other types of medi- 
cal procedure or treatment which are specifically 
excluded by the insurance carrier should be con- 
sidered with a great deal of suspicion by the phy- 
sician. 

There should be a provision that there can be 
no settlement of a claim without the written consent 
of the insured physician, or a committee representing 
the group program (if the physician holds a policy 
under a group program). In other words, the physi- 
cian should have the privilege of determining whether 
or not he wishes to have the case settled, or he 
should delegate this privilege to colleagues who con- 
stitute a committee for review of his case. The physi- 
cian must be careful in this respect that the policy 
does not include qualifying clauses as to the settle- 
ment which provide that the physician must pay the 
difference between the amount of a judgment and 
the amount for which the carrier could have settled 
the claim if the physician had not insisted upon 
defending it. 

Finally, the physician should not accept an insur- 
ance policy in which the exact names of his insur- 
ance carriers or a combination of such carriers and 
their appropriate percentages of coverage are not 
specifically named. He should not accept a policy 
with a general term indicating a group of carriers 
without having in hand the specific enumeration of 
the insuring companies and their addresses. This is 
particularly important in some contracts in which 
the broad terms “Lloyd’s Underwriters and/or Other 
Companies,” “British Companies” or other vague 
identifications are used. The importance of this is 
that ten or fifteen years later, the brokers who sold 
him the contract may no longer be in existence and, 
consequently, the physician will not then know the 
specific company to which he must apply for defense 
and payment of a claim. 


CANCELLATION CLAUSE 


Insurance carriers, wishing to protect themselves 
against continuing bad risks, usually include a can- 
cellation clause in their insurance policies. This 
cause is extremely variable, ranging anywhere from 
a statement which provides that the policy may be 
cancelled on a ten-day written notice to the holder, 
up to group insurance provisions that the policy may 
be cancelled only at the end of a given policy year. 
In this respect, it is clear that for his own protection 
the physician should secure a favorable cancellation 
clause. 
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If the physician accepts an insurance policy with 
a ten-day cancellation clause, he suddenly may find 
himself with a letter served upon him in which he 
is informed that within ten days of the mailing of the 
letter he no longer has professional liability insur- 
ance coverage. Most group programs specify that 
the policy may be cancelled only after a given con- 
tract year, or that only a certain percentage of those 
covered under a given contract year may be can- 
celled upon a ten-or-thirty-day notice. Here again, is 
an example of the added protection of group cover- 
age in contrast to individual coverage. 


CONTINGENT PARTNERSHIP COVERAGE 


Doctors who are in partnership or in group prac- 
tice should realize that they are responsible for the 
acts of their partners or other members of the group. 
If a judgment is rendered against a partner or a 
member of a group, and the physician against whom 
the judgment was entered does not have sufficient 
coverage to meet the requirements of the judgment, 
the partnership or group may have its assets attached 
for full payment of the claim. Consequently, the 
physician who is in partnership or in a group should 
realize that he needs what is termed “contingent part- 
nership” liability coverage. 

Such coverage is ordinarily obtained with most 
insurance carriers by the payment of an additional 
premium, the amount of which differs from company 
to company and depends of course on the amount 
of coverage which the physician carries. In the 
lower brackets of coverage, the additional premium 
for contingent partnership liability may be relatively 
high, ranging up toward 40 or 50 per cent additional 
premium for the very low limits of $5,000/$15,000. 
As one approaches the higher limits of coverage, this 
additional premium decreases. 

The physician with partnership liability should 
realize that he may have no such protection unless 
contingent partnership liability coverage is spe- 
cifically expressed in his policy. 


AMOUNT OF COVERAGE 


Maximum limits of liability offered by the insur- 
ance company should be available in an amount of 
not less than $100,000 per malpractice incident and 
$300,000 per contract year. The physician should 
be permitted to select lower coverage limits within 
the standard brackets up to the amounts of $100,000/ 
$300,000 per contract year. Those engaged in par- 
ticularly hazardous types of practice may wish to 
secure coverage in excess of $100,000/$300,000 per 
year. There is no more miserable person than the 
physician who has a coverage of $10,000/$30,000 
or $25,000/$75,000 when he is sued for $100,000 
or over. The physician should remember that he 
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must protect himself against financial ruin by secur- 
ing adequate malpractice insurance coverage. 


PREMIUM RATES 


Medical malpractice insurance premiums, like 
premiums for other types of insurance, are calcu- 
lated on the basis of the total of expected losses plus 
expected expenses. In the best of circumstances when 
accurate data are available on previous annual 
losses, the insurance carrier takes this data into 
account and adds to it the cost of administering the 
program (sales, federal and state taxes, home and 
district office expenses, and employees’ salaries), 
costs of special investigation, court costs, attorneys’ 
fees, and agents’ or brokers’ commissions, if any, 
to arrive at a given annual premium. In the case of 
a stock company, a fair dividend return to the stock- 
holders is included in the expenses. In the case of a 
mutual company, a part of the profit resulting from 
a given year’s operation is added to general reserves 
and the balance is returned to the policyholders in 
the form of a dividend. 

The calculation of premiums for medical malprac- 
tice insurance is extraordinarily difficult due to the 
factors of latent liability, inflation, an increasingly 
critical attitude of the public and the generosity of 
juries in awarding higher and higher judgments. 
Therefore, medical malpractice premiums are at 
the very best set by an educated guess. 

‘ Consequently, the physician should realize that 
his premiums are calculated on as scientific a basis 
as is possible under the circumstances. He must not 
be misled by an insurance carrier which offers a 
professional liability policy at an extraordinarily 
low premium. If such is offered to him, he should 
even more carefully read his policy, determine who 
the carrier is, what their experience is in the field, 
and critically survey the exclusion clauses to make 
certain that important segments of protection are 
not excluded. In insurance, as elsewhere, one gets 
only what one pays for. A “cheap” professional 
liability policy can be very expensive when one is 
sued. A physician should not buy a professional 
liability policy on the basis of price alone; quality 
of the policy and adequacy of coverage and services 
are infinitely more important considerations. 

Here again, a group program is to be desired, 
because the carrier usually agrees to provide data 
on losses to support premiums. The individual pol- 
icyholder is entirely at the mercy of the company, 
since no insurance carrier is going to release to him 
as an individual its complete financial accounting 
with respect to malpractice policies in his area. 


DEFENSE OF CLAIMS AND SUITS 


The physician should be satisfied that the insur- 
ance carrier has an experienced and adequate inves- 
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tigation staff, and that it will employ a defense attor- 
ney who is competent to analyze and defend a medi- 
cal malpractice case. As emphasized above, this 
point is of particular importance because medical 
malpractice insurance is a very highly specialized 
field. Claims adjustors and investigators and attor- 
neys who are experienced in the general field of 
personal injury may not necessarily have the proper 
knowledge adequately to process and defend a medi- 
cal malpractice case. 


SELECTION OF PHYSICIAN POLICYHOLDER 


Eligibility to obtain a malpractice insurance cover- 
age should be available to any physician in good 
standing in his medical community. No physician 
should be denied the privilege of securing malprac- 


tice insurance coverage, nor should his contract be 
cancelled because, in the patient’s interest, he is 
practicing in a hazardous field of medicine or sur- 
gery. To be sure, the insurance carrier should have 
the privilege of setting the premium properly to 
reflect the hazard which the physician’s practice 
presents, but in this day and age it is most imperative 
that physicians’ policies not be summarily disap- 
proved or cancelled because their practice represents 
an unusual risk. 


The only cause for rejecting a physician for cov- 
erage or for cancelling his contract should be low 
individual quality of practice and not the fact that 
he is in a hazardous field. Evaluation of the quality 
of practice should of course be made by physicians. 


459 30th Street (Doctor Sadusk); 111 Sutter Street (Mr. Hassard) ; 
450 Sutter Street (Mr. Waterson) . 


FJ, mportant | 


SCIENTIFIC MOTION PICTURES 


Attention—All Members of the California Medical Association 


AT THE 1958 annual meeting of the California Medical Association, to be held 
at the Ambassador Hotel, Los Angeles, April 27 through April 30, approxi- 
mately 100 motion pictures on surgery and medicine will be shown on the pro- 
gram of the Motion Picture Division. 

The educational and scientific value of motion pictures has been proven by 
the large attendance at the Motion Picture Section during our previous meetings. 

If you would like to present a scientific motion picture film on this program, 
you must submit your application to the committee for approval not later than 
February 15, 1958. 

Address all communications to: Arthur E. Smith, M.D., D.D.S., chairman, 
Motion Picture Division, California Medical Association, 1930 Wilshire Boule- 
vard, Suite 511, Los Angeles 57, California. 
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MANS AUXILIARY 


TO THE CALIFORNIA MEDICAL ASSOCIATION 


Reminiscing 


THIS IS THE SEASON for reminiscing, and as I look 
back over the year I realize how little I could have 
accomplished without the help of friends and co- 
workers. It is a privilege to serve American Medi- 
cine, and today I’m thinking of a few of the people 
who have served the Auxiliary, many of them mak- 
ing personal sacrifices to do so. 


My thoughts naturally turn to Dr. Frank A. Mac- 
Donald, President of the California Medical Asso- 
ciation. I like to call him my boss. He has endeared 
himself to many of the Auxiliary—his smile, his 
warmth, his charm and most of all, his understand- 
ing. To quote Dr. Ralph C. Teall, “Conscientious, 
hard-working, serious in approaching problems as- 
signed to him, thorough and thoughtful in develop- 
ing solutions to them, he attacks all his problems 
with a youthful zest that is contagious, and that of- 
fers a continuing challenge to his confreres of what- 
ever age.” His belief in the Auxiliary is self-evident, 
and it is a real pleasure to serve with him. 


Then, too, there is the Advisory Board; Dr. Mac- 
Donald heads it. Serving with him are: Drs. Francis 
E. West, Albert C. Daniels, John W. Cline and R. 
Stanley Kneeshaw. All of these men have served 
American Medicine with patience, loyalty and devo- 
tion. They are never too busy to help us, and we in 
turn do a better job for American Medicine. 


No mere words can ever express the devotion of the 
Woman’s Auxiliary to Robert Thomas, our liaison between 
the Medical Association and the Auxiliary. We are indeed 
indebted to him for his generous, wholehearted help and 
advice, and to John Hunton and the entire C.M.A. staff 
for their help and cooperation throughout the year. 

And now my thoughts turn to my executive committee, 
the counsel they give me, the enthusiasm with which they 
face the task ahead. These are women I have worked with 
for years. They are old friends, all of us working together 
to evaluate. select and adapt projects and programs best 
suited to the needs of the state and county. 


Have you ever thought of the thousands of man- 
hours given by physicians’ wives in the service of 
American Medicine? For instance, Mrs. Lloyd C. 
Fisher, chairman of Nurse Recruitment, with a mas- 
ter’s degree from the University of Southern Cali- 
fornia, a woman with an affinity for organization, an 
insatiable curiosity of life and a zest for living. Her 
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husband shares her interest in nursing, and fre- 
quently they are touring the state, talking to physi- 
cians’ wives on the subject of recruitment, Future 
Nurse Clubs and scholarships. Because Nurse Re- 
cruitment is our Number One project, Mrs. Fisher 
travels more than any other person in the Auxiliary 
excepting the president. 


Because a budget is an essential of any well-run organi- 
zation, and because it is most exacting, we have a two- 
some who are repeating this year as state chairman of 
finance and state treasurer: Mrs. Arthur Hurd of San 
Marino, and Mrs. Lawrence Custer of San Francisco. Both 
have a long record of service to the Auxiliary. Without 
them, we could not operate. 

And then there are the councilors-at-large, chairmen of 
standing committees; they keep the programs and projects 
before the Auxiliary; they are our informers on legisla- 
tion, public relations, physicians’ benevolence, Today’s 
Health and Bulletin and the American Medical Education 
Foundation. Then, too, there is the editor of our Courier, 
considered the outstanding publication of its kind in the 
United States. Then our special committee chairmen do 
an excellent job; some of them are informative, others are 
part of the structure of an organization: Civilian Defense 
(I like to think of it as self help and mutual aid), Gems 
(the training of good emergency mother substitutes), revi- 
sions, historian, exhibits and the convention chairmen. 

This year our district councilors, and there are eleven 
of them, have worked hard to “inform the membership.” 
Many have traveled miles to interpret state policies; 
others are having district meetings with county presidents 
and presidents-elect in attendance. Together mutual prob- 
lems are discussed, and the role of the district councilor 
becomes an important one. 


Many hundreds of other women on the state and 
county level have shared the work load. Is it any 
wonder with all of this capable help at my finger 
tips, that my thoughts turn to them, individually and 
collectively ? 


It has been my privilege and pleasure to work 
with and for the California Medical Association. To 
all of you who have given us guidance, counsel and 
encouragement, I express my deep and sincere 
thanks. We, the Auxiliary, take pride in our achieve- 
ments, and for all of you everywhere, A Very Happy 
New Year. 


Mrs. Leonarp D. OFFIELD 
President, Woman’s Auxiliary to the 
California Medical Association 


January 1, 1958 





REGIONAL POSTGRADUATE INSTITUTE 


SOUTHERN COUNTIES 


Presented by Postgraduate Activities Committee of the California Medical Associa- 
tion, in cooperation with San Bernardino, Orange and Riverside County Medical 
Societies, and College of Medical Evangelists, Harold M. Walton, M.D., Chairman, 
Section on Graduate and Postgraduate Medicine. 


ditbenivilesnil Springs hated, Si Toeranedine 
February 13 and 14 


PROGRAM 


Guest Speaker: Maxwell M. Wintrobe, M.D., Professor and 
Head, Department of Medicine, College of Medicine, 
University of Utah; Director, Laboratory for the Study 
of Hereditary and Metabolic Disorders, University of 
Utah. 


THURSDAY, FEBRUARY 13, 1958 


9:00-10:00 a.m.—Management of Leukemias and Lym- 
phomas—Maxwell M. Wintrobe, M.D. 


10:00-10:50 a.m.—Two Concurrent Panel Discussions* (you 
may go to one of your choice) : 
Office Problems in Pediatrics 
Hypertension—Where Are We in Management? 


11:05-12:00 a.m.—Two Concurrent Panel Discussions* (you 
may go to one of your choice) : 
Management of Premature and Sick Infants 
Coronary Artery Disease—Preventive Aspects 


12:15-1:45 p.m.—Luncheon—One faculty member will be 
seated at each table for informal discussions with physi- 
cians present. 


New Trends in Postgraduate Education—Edward C. 
Rosenow, Jr., M.D., Chairman, California Medical As- 


sociation, Postgraduate Activities Committee. 


2:00-3:00 p.m.—Virus Diseases and Immunization— 
James J. Quilligan, M.D., Associate Professor of Pedi- 
atrics 


3:00-3:50 p.m.—Two Concurrent Panel Discussions* (you 
may go to one of your choice) : 
Management of Low Back Pain 


Iron Deficiency Anemias—Diagnostic and Thera- 
peutic Procedures 


4:05-5:00 p.m.—Two Concurrent Panel Discussions* (you 
may go to one of your choice) : 


Clinical Use of Physical Therapy Modalities— 
Demonstrations 
Hemolytic and Other Normacytic Anemias 


6:30-12:00 p.m.—Social Hour—Banquet 


What’s Your Public Relations 1.Q.?—Jerry L. Pet- 
tis, Assistant Professor of Cultural Medicine; Public 
Relations Counsel, Los Angeles County Medical Asso- 
ciation 


FRIDAY, FEBRUARY 14, 1958 


9:00-10:00 a.m.—Newer Developments in Diagnosis and 
Therapy in Thyroid Disease—Walter L. Stilson, 
M.D., Professor of Radiology; Paul H. Deeb, M.D., 
Associate Professor of Radiology 


10:00-10:50 a.m.—Two Concurrent Panel Discussions* (you 
may go to one of your choice) : 


Special Problems in Management of Diabetic 
Patients 


Management of Traumatic Chest Injuries—Indus- 
trial and Highway Accidents 


11:05-12:00 a.m.—Two Concurrent Panel Discussions* (you 
may go to one of your choice) : 


Insulin and Its Substitutes 
Cardiac Surgery—Indications, Management, Pre- 
vention of Complications 
12:15-1:45 p.m.—Luncheon 


2:00-3:00 p.m.—Newer Concepts in Management of Epi- 
lepsy—Cyril B. Courville, M.D., Professor of Neurology 


3:00-3:50 p.m.—Two Concurrent Panel Discussions* (you 
may go to one of your choice) : 
Toxemias of Pregnancy 
Management of Rheumatic Heart Disease—Indi- 
cations for Antibiotics, Duration of Treatment 
4:05-5:00 p.m.—Two Concurrent Panel Discussions* (you 
may go to one of your choice) : 


Avoiding Trouble With the Patient in Labor 
Postoperative Care of Surgical Patients 


*Each panel discussion will be led by threc faculty members and 
one physician from the community. 


8 NCC ONO ONO ON, 


HOST: San Bernardino County Medical Society ... REGIONAL CHAIRMAN: Elmer O. Carlson, M.D., 756 North 


Euclid Avenue, Ontario . 


. Special Palm Springs Tour for the ladies all day Thursday, February 13 for $4.50 


{includes luncheon at Desert Inn). Institute Fee: $20.00. For additional information, contact Postgraduate 
Activities office, California Medical Association, 417 South Hill Street, Los Angeles 13. All California Medical 
Association members and their families are cordially invited to attend. 
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NEWS & NOTES 


NATIONAL + STATE - COUNTY 


FRESNO 


Dr. John F. Murray was installed as president of the 
Fresno County Medical Society at a meeting in December, 
succeeding Dr, James M. Arthur, who was named to a three- 
year term on the society’s board of directors. Elected presi- 
dent-elect was Dr. Robb Smith of Orange Cove. Dr. Arthur 
F. Howard was elected vice-president, and Dr. Max S. Mil- 
lar secretary-treasurer. 


LOS ANGELES 


Dr. Lewis T. Bullock was elected president of the Los 
Angeles County Medical Association, it was announced re- 
cently. He succeeds Dr. J. Norman O’Neill. Dr. Malcolm 
R. Hill was elected vice-president and Dr. William F, Quinn 
secretary-treasurer, Elected trustees of the association were 


Dr. Robert J. McNeill and Dr. Edward H. Crane. 


* * * 


Announcement of the 26th annual Alumni Postgraduate 
Medical Convention of the College of Medical Evangelists 
to be held February 25 to 27 in Los Angeles was made 
recently. 

The program will consist of a series of panel discussions 
and individual presentations on medical and legal subjects. 


Preceding the three-day scientific assembly at the Hotel 
Biltmore, a two-day series of refresher courses will be of- 
fered on the CME campus. Courses and scientific assembly 
sessions are open to all physicians. Last year’s convention 
registration included nearly 1,000 physicians. 


* * * 


Dr. Leo G. Rigler, Los Angeles, was elected president 
of the Radiological Society of North America at the annual 
meeting of the Society held in Chicago in November. Dr. 
Rigler recently began an association with Cedars of Leba- 
non Hospital in Los Angeles as consultant in radiology fol- 
lowing long tenure as director of the department of radiol- 
ogy and professor at the University of Minnesota School 
of Medicine. 


SAN BERNARDINO 


Dr. Philip M. Savage was installed as president of the 
San Bernardino County Medical Society at a meeting of 
the organization last month, succeeding Dr, Ben D. A. 
Miano, Dr. Clarence T. Halburg was named president-elect, 
Dr. Gerald Mraz vice-president and Dr. Cline N. Mapes 
secretary-treasurer. 


SAN FRANCISCO 


Awards totaling $447,000 from funds of the National In- 
stitutes of Health to support various research projects at 
Stanford University School of Medicine were announced 
recently by the U. S. Public Health Service. 

The awards, the recipients and the nature of the studies 
are as follows: 

Herbert L. Abrams, $96,410. X-ray motion pictures of the 
human heart. ; 
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Jerome W. Bettman, $3,815. Effect of drugs on intraocular 
circulation. 

Katherine P. Bradway, $2,139. I.Q. changes from preschool 
to adulthood. ‘ 

Roy B. Cohn, $14,227. Reversibility of changes in the 
walls of blood vessels. 

Roland A. Davison, $4,255. Measurement of blood flow 
in bone. 

Frederic L. Eldridge, $14,792. Studies on the mechanism 
of dyspnea. 

Eugene M. Farber, $23,989. Cutaneous blood circulation 
in skin disorders. 

Knox H. Finley, $40,280. Behavioral sequelae of encephal- 
itis in children. 

Milton Flocks, $10,120. Physiology and anatomy of tra- 
becular meshwork. 

Frank Gerbode, $48,849. Problems in cardiovascular sur- 
gery. 

Houghton Gifford, $6,015. Membrane parabiosis and tissue 
incompatibility. 

Avram Goldstein, $10,648. Cellular mechanisms of drug 
tolerance. 

Ruth T. Gross, $21,252. Intermediary metabolism in the 
newborn and premature. 

Herbert N. Hultgren, $24,535. For cardiac motion, heart 
sounds and murmurs and $3,450 for fixed resistance of 
pulmonary circulation. 

Arthur Jampolsky, $7,342. Investigation of ocular diver- 
gence mechanisms. 

Sumner M. Kalman, $13,750. Uterine permeability. 

Henry S. Kaplan, $10,637. For linear accelerator radiation 
therapy and $12,420 for nucleic acid changes during lymph- 
oid tumor induction. 

John A. Luetscher, $22,101. Aldosterone in human urine. 

Carolyn F, Piel, $18,554. Electron microscopy of experi- 
mental renal diseases. 

Lowell A. Rantz, $24,665, Hemolytic strep infection and 
rheumatic fever. 

Laurens P. White, $13,008. Serum enzymes in cancer 


patients. 
* ba * 


Seven grants in support of research projects being 
supervised by members of the staff of Mt. Zion Hospital, 
San Francisco, were announced recently by the U. S. De- 
partment of Health, Education, and Welfare. The awards 
and the directors of the projects are as follows: $14,662 for 
Dr. Stanley Burton; $13,390, Dr. Gerson Biskind; $13,800, 
Dr. B. L. Freedlander; $11,880, Dr. Felix Pearl; $14,731, 
Dr. Sanford Leeds; $20,422, Dr. Erika Chance; $3,450, 
Dr. Elliot Rapaport. The research is being done in the fields 
of heart disease, cancer, chemotherapy, experimental sur- 
gery and psychiatry. 


* * % 


Dr. L. Henry Garland, San Francisco, recently re- 
ceived a scroll commemorating his appearance as Carman 
Lecturer at the Radiological Society of North America’s 
43rd annual meeting held in Chicago, November 16 to 22. 
The Carman lecture honors the memory of the late Dr. 
Russell D. Carman, pioneer American radiologist. 

Dr. Garland is a past president of the society. 


* * * 


The annual dinner meeting of the San Francisco chapter 
of the Pan American Medical Association, honoring the 
consular representatives of the American nations and visit- 
ing Canadian and Latin American physicians and students, 
was held at the Bohemian Club, Saturday, December 7, 1957. 
Charles Pierre Mathé, chairman of the regional directors, 
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greeted the consuls. The Hon. André Rouzier, president of 
the Asociacién de las Naciones Americana and Consul Gen- 
eral of Haiti, responded. George H. Reiferstein, M.D., di- 
rector of medical education at St. Mary’s Hospital, spoke 
on “The Present Day Program of Inter-American Medical 
Education.” 


Officers elected for the ensuing year were: President, Dr. 
Knox H. Finley; first vice-president, Dr. Fernando G. 
Gomex; second vice-president, Dr. Harold I. Harvey; treas- 
urer, Dr. Paul G. Fuerstner; secretary, Dr. J. Randolph 
Sharpsteen; chairman of regional administrators of Cali- 
fornia, Dr. Mathé. 


SAN MATEO 


Dr. William H. Thompson, Burlingame, was elected 
president-elect of the San Mateo County Medical Society 
at its annual meeting in December. Dr. Ferrall H. Moore 
of Redwood City was installed as president. Names to 
vacancies on the society’s board of directors were Drs. John 
W. Findley of San Mateo and Thomas C. Stevenson of 
Menlo Park. Dr. Robert O. Holmes, San Mateo, was elected 
secretary-treasurer. 


SANTA CLARA 


Dr. Edward Liston, Palo Alto, was elected president- 
elect of the Santa Clara County Medical Society at the so- 
ciety’s recent membership meeting. Dr. J. Frederic Snyder 
of San Jose was installed as president at a meeting in De- 
cember, succeeding Dr. Thomas N. Foster. 


GENERAL 


The American College of Physicians names the fol- 
lowing physicians from the state of California as fellows of 
the college at the November 9 and 10, 1957, meeting of the 
board of regents at the College headquarters in Philadel- 
phia: Beverly Hills, Raymond Caren; Los Angeles, Varner 
J. Johns, Jr., Herman Weiner, Morris Wilburne; Oakland, 
Joseph Paul Belber; Palo Alto, Stanford Shea Kroopf; Red- 
lands, Harold Merrill Hill; San Francisco, Paul Michael 
Aggeler, Frank Arthur Solomon, Jr.; San Jose, James 
Robert Green, Teresa McGovern, Jonas Henry Sirota; and 
Santa Barbara, Casimir Anthony Domz, Jerome Albert 
Ecker. 


* * * 


The 57th annual meeting of the Medical Library Asso- 
ciation will be held in Rochester, Minnesota, from June 
2 through June 6, 1958. The theme of the meeting will be 
“Advances in Medical Library Practice.” Mr. Thomas E. 
Keys, Librarian of the Mayo Clinic is convention chairman. 
Letters of inquiry should be addressed to him. 


* * * 


A new nonprofit foundation has been established to sup- 
port and stimulate research clinical, and education programs 
in Tay-Sachs’ disease and allied heredo-familial, neuro- 
degenerative diseases of infancy and childhood. The scope of 
the program will include, in addition to Tay-Sachs’ disease, 
Niemann-Pick’s disease, infantile Gaucher’s disease, Schild- 
er’s disease, diffuse sclerosis, amyotonia congenita, Fried- 
reich’s ataxia, and others. The foundation is known as 
National Tay-Sachs Association, Inc., New York Chapter, 
and is composed of parents who have had afflicted children, 
interested laymen, and medical personnel in the field. 
Further information on the foundation may be obtained 
from the Medical Committee, National Tay-Sachs Associa- 
tion, Inc., New York Chapter, P. O. Box 1250, G. P. O., 
New York 1, N. Y. 


POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN of the dates of postgraduate education 
programs and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may be listed here, please 
send communications relating to your future medical or 
surgical programs to: Mrs. Margaret H. Griffith, Director, 
Postgraduate Activities, California Medical Association, 
417 South Hill Street, Los Angeles 13. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Advanced Practical Clinical Chemistry for Labora- 
tory Technologists. Wednesdays, January 15 to March 
5. Twenty-four hours (for lecture and laboratory). Fee: 
$35.00. Eight hours (for lecture alone). Fee: $20.00. 

Management of Surgical Emergencies. Thursday, 
January 23, 1958. Six hours. Fee: $40.00. 

Disorders of Fluid and Electrolyte Metabolism, Eti- 
ology and Management. Tuesdays, February 25 to 
May 13, 1958. Twenty-four hours.t 

General Surgery. Wednesday, starts 
Twenty-four hours.t 

Arthritis and Rheumatism. Wednesday, March 5, Six 
hours. Fee: $5.00. 

Diagnostic Parasitology for Laboratory Technolo- 
gists. Wednesdays, March 12 to May 28. Thirty-six 
hours. Fee: $40.00. 

Proctology. Wednesday, April 16. Six hours.* 

Emotional Problems in Office Practice (at Lake Ar- 
rowhead), Thursday through Saturday, June 5 to 7. 
Twelve hours.t 

Recent Advances in Clinical Hematology. Wednesday. 
Date to be announced. Six hours.t 

Dermatology in General Practice. (Course limited to 
20.) Date to be announced. Wednesday. Twelve hours.t 

Casts. Date to be announced. Wednesday. Six hours.* 

Contact: Thomas H. Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 202. 


February 26. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Everyday Psychiatry. Mount Zion Hospital, Thursday to 
Sunday, January 9 to 12. Twenty-eight hours. Fee: 
$40.00. 

Newborn Medicine (Physicians). Monday and Tues- 
day, January 13 and 14. Fourteen hours. Fee: $40.00. 
Newborn Medicine (Nurses). Wednesday, January 15. 

Seven hours. Fee: $10.00. 

Ophthalmoscopy in General Practice and Pediatrics. 
Wednesday and Thursday, January 15 and 16, 1958. 
Fourteen hours. Fee: $40.00. 

Emergency and Medical Therapy in Dental Practice. 
Friday and Saturday, January 17 and 18. Fourteen 
hours. Fee: $40.00. 

Postgraduate Dermatology Clinic. Friday and Satur- 
day, January 17 and 18, 1958. Fourteen hours. Fee: 
$40.00. 


Nontraumatic Emergencies. Franklin Hospital, Friday 
and Saturday, January 17 and 18. Fourteen hours. Fee: 
$40.00. 


}Fee to be announced. 


* Hours and Fees to be announced. 
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Seminars in Hematology. Children’s Hospital, Satur- 
day, January 25. Seven hours. Fee: $12.50. 

Patho-Physiology of the Gastrointestinal Tract. Sun- 
day through Tuesday, January 26 through 28, 1958. 
Seventeen hours. Fee: $40.00. 

Physical Medicine in Office Practice. Friday and Sat- 
urday, February 7 and 8, Fourteen hours. Fee: $40.00. 

Edema-Pathogenesis and Treatment. Thursday through 
Saturday, February 13 to 15, Twenty-one hours.t 


Postgraduate Seminars in Pharmacy. Thursday to 
Saturday, February 20 to 22. Fifteen hours. Fee: $25.00. 

Medical Emergencies. (Herrick Hospital, Berkeley). 
Thursday through Saturday, February 20, 21 and 22. 
Twenty hours. Fee: $50.00. 


Bedside Cardiology. Monday through Friday, March 24 
through 28. Thirty-five hours.t 

Course for Physicians in General Practice. Monday 
through Friday, February 24 to 28, 1958. Thirty-two 
hours.t 


Children’s Hospital Medical Seminar. Saturday, March 
29. Seven hourst 

Fundamental Principles of Radioactivity and the Di- 
agnostic and Therapeutic Uses of Radioisotopes. 
Two or three month course limited to one enrollee per 
month, Per month, $250.00. 

Contact: Seymour M. Farber, M.D., Head, Postgraduate 
Instruction, Office of Medical Extension, University of 
California Medical Center, San Francisco 22. MOntrose 
4-3600, Ext. 665. 


STANFORD UNIVERSITY SCHOOL OF MEDICINE 


Morning Clinical Conferences, each Monday, Room 
515. Contact: D. H. Pischel, M.D., Professor, Division of 
Ophthalmology, Stanford University School of Medicine, 
2398 Sacramento St., San Francisco 15. 

Postgraduate Conference in Ophthalmology. March 
31 to April 4.* 


UNIVERSITY OF SOUTHERN CALIFORNIA, 
LOS ANGELES 


Cardiac Resuscitation. Sponsored by the Los Angeles 
County Heart Association each Wednesday throughout 
the year, 4 to 6 p.m. Residents admitted without fee. 
Tuition for all other physicians: $30.00. (Each session 
all-inclusive.) 

Basic Home Course in Electrocardiography. One year 
Postgraduate Series, electrocardiogram interpretation by 
mail. Physicians may register at any time and receive 
all 52 issues. Fifty-two weeks. Fee: $100.00. 

Advance Home Course in Electrocardiography. One 
year postgraduate series, electrocardiogram interpreta- 
tion by mail. Fifty-two issues: $85.00. Physicians may 
register at any time. 

Cardio-Respiratory Physiology. January 9 to March 
27, Hospital of the Good Samaritan. Course designed 
for interns and consultants in cardiac and pulmonary 
diseases. 8:00 to 10:30 p.m. Fee: $65.00. 

Special Announcement: From August 5 to August 21, 
1958, the University of Southern California School of 
Medicine will hold a postgraduate course in Honolulu 
and on board the S.S. Matsonia. The course will center 
around actual case histories, which will be used to em- 
phasize diagnostic and therapeutic features. 

Contact: Phil R. Manning, M.D., Director, Postgraduate 
Division, University of Southern California School of 
Medicine, 2025 Zonal Avenue, Los Angeles 33. CApital 
5-1511. 
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COLLEGE OF MEDICAL EVANGELISTS 


Vue-Vox Postgraduate Refresher Courses. Courses 
are made up of four or more half-hour lectures each, 
recorded on hi-fi magnetic tape and illustrated by 35- 
mm. filmstrips or slides in full color, and adapted for 
use on any standard tape recorder and filmstrip or slide 
projector, automatic or manual. 

Contact: Paul D. Foster, M.D., chairman, Cominittee on 
Audio-Visual Courses, College of Medical Evangelists 
School of Medicine, 316 North Bailey St., Los Angeles 
33. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE COURSES 


POSTGRADUATE INSTITUTES—1958 


SAN BERNARDINO, RIVERSIDE AND ORANGE CouNTIES, in co- 
operation with College of Medical Evangelists, Arrow- 
head Springs Hotel, San Bernardino County, February 
13 and 14, 1958. Chairman: Elmer O. Carlson, M.D., 
756 N. Euclid Ave., Ontario. 

West Coast Countigs, in cooperation with UCLA School 
of Medicine, Golden Bough Theater and La Playa 
Hotel, Carmel, March 6 and 7, 1958. Chairman: Howard 
C. Miles, M.D., 535 E. Romie Lane, Salinas. 

SACRAMENTO VALLEY CounrIEs, in cooperation with Uni- 
versity of California School of Medicine. El Dorado Hotel, 
Sacramento. March 14 and 15. Chairman: Fred Schroe- 
der, M.D., 2909 J Street, Sacramento. 

San Joaquin VALLEY Counties, in cooperation with Stan- 
ford University School of Medicine, Hotel Californian, 
Fresno, March 20 and 21, 1958. Chairman: Henry L. 
Tiesche, M.D., 1759 Fulton St., Fresno. 

NortH Coast Countigs, in cooperation with USC School 
of Medicine, Hoberg’s Resort, ‘Lake County, April 10, 
11 and 12, 1958. Chairman: Alfred A. Thurlow, Jr., 
M.D., 185 Sotoyome Ave., Santa Rosa. 

Contact: One of the chairmen listed above, or Mrs. Mar- 
garet H. Griffith, Director, Postgraduate Activities, Cali- 
fornia Medical Association, 417 So. Hill Street, Los 
Angeles 13. Madison 6-0683. 

v v v 

Avupio Dicest FounpaTION, a nonprofit subsidiary of the 
C.M.A., now offers (on a subscription basis) a series of 
hour-long tape recordings designed to keep the physi- 
cian abreast of current happenings in his particular 
field. Composed of practice-useful abstracts from 600 
leading journals, with short lectures and editorial com- 
ments from prominent physicians, Audio Digest offers 
programs covering general practice, surgery, internal 
medicine, obstetrics and gynecology, and pediatrics. 

Contact: Claron L. Oakley, editor, 1919 Wilshire Blvd., 
Los Angeles 57. 


Medical Dates Bulletin 


JANUARY MEETINGS 


SOUTHWESTERN Pepratric Society, Dinner Meeting, Uni- 
versity Club, Los Angeles, January 15, 1958, 6:30 p.m. 
Guest speaker: Dr. Edmund Keeney, Medical Director, 
Scripps Clinic and Foundation. Contact: Robert G. Shir- 
ley, M.D., secretary, 11633 San Vicente Blvd., Los Ange- 
les 49, 

SOUTHERN CALIFORNIA CHAPTER, AMERICAN COLLEGE OF 
Surceons Annual Meeting, El Mirador Hotel, Palm 
Springs, January 17, 18 and 19, 1958. Contact: Max R. 
Gaspar, M.D., secretary-treasurer, 211 Cherry Avenue, 
Long Beach 2. 





Los ANGELEs County Heart Association Second Annual 
Midwinter Symposium. January 22, 9:00 to 5:00, Golden 
State Room, Hotel Statler, Los Angeles. Contact: Edu- 
cation Section, Los Angeles County Heart Association, 
660 S. Western Ave., Los Angeles 5. 


Orance County Heart Association 1958 Annual Sym- 
posium on Heart Disease, January 25, all day, Disney- 
land Hotel, Anaheim. Contact: Howard G. Buswell, ex- 
ecutive director, P. O. Box 1704, Santa Ana. 


CALIFORNIA CONFERENCE ON Rurat HEALTH Annual Meet- 
ing, Bakersfield Hacienda, Bakersfield, January 31 and 
February 1. Contact: Glenn Gillette, California Medical 
Association, 450 Sutter St., San Francisco 8. 


FEBRUARY MEETINGS 


Contra Costa County Heart Association Fifth Annual 
Postgraduate Course for Physicians, February 3 to April 
7, 8:00 to 10:00 p.m. Registration fee: $10.00. Contact: 
Mrs. Loyse Casebolt, executive director, 2363 Mt. Diablo 
Blvd., Walnut Creek. 


ButtEe-GLENN Counties Heart Association 1958 Sym- 
posium on Heart Disease, February 5, 8:30 to 5:30 p.m., 
Elks Club, 330 Wall Street, Chico. Contact: Nathan C. 
Hanson, executive secretary, 310 Main Street, Chico. 


HicHLAND ALAMEDA County Hospirat Sixth Annual Post- 
graduate Symposium, “Dynamics of Metabolic and En- 
docrine Disease,” main auditorium, Highland Alameda 
County Hospital, Oakland, February 17, 18 and 19, 1958. 
Contact: L. W. Kinsell, M.D., director, 2701 Fourteenth 
Avenue, Oakland 6. 


Cotorapo State Mepicat Society Midwinter Clinical 
Session, February 18 to 21, Shirley-Savoy Hotel, Denver. 
Contact: Harvey T. Sethman, executive secretary, 835 


Republic Bldg., Denver 2. 


CauirorniA Bioop Bank Annual Meeting, Miramar Ho- 
tel, Santa Barbara, February 20 to 22. Contact: Helen 
E. Drew, secretary, P. O. Box 1148, Santa Barbara. 


Los AnceLes RaproLocicaL Society Tenth Annual Mid- 
winter Conference, Biltmore Hotel, Los Angeles, Febru- 
ary 22 and 23, 9:30 a.m. Contact: John H. Eaton, M.D., 
secretary-treasurer, 65 N. Madison Ave., Pasadena 1. 


MARCH MEETINGS 


INTERNATIONAL COLLEGE OF SuRGEONS 23rd Annual Con- 
gress of U. S. and Canadian Sections 11th Biennial In- 
ternational Congress, March 9 to 13, Hotel Ambassador, 
Los Angeles. Contact: J. M. de los Reyes, M.D., general 
chairman, 2010 Wilshire Blvd., Los Angeles 57. 


SOUTHWESTERN Pepiatric Society Annual Lecture Series, 
March 11 and 12, Statler Hotel, Los Angeles. Contact: 
D. Hovsepian, M.D., program chairman, 960 E. Green 
St., Pasadena. 


Cauirornia Society OF Piastic Surceons Annual Meet- 
ing, March 20 to 22, Del Monte Lodge, Del Monte, Cali- 
fornia. Contact: Benjamin F. Edwards, M.D., 2200 
Santa Monica Blvd., Santa Monica. 


APRIL MEETINGS 


CALIFORNIA TUBERCULOSIS AND HEALTH ASSOCIATION, 
CALIFORNIA TRUDEAU Society and the CALirorNIA Con- 
FERENCE OF TUBERCULOSIS Workers Annual Meeting, 
Sheraton-Palace Hotel, San Francisco, April 9 through 
12, 1958. Contact: E. L. Daggett, director public infor- 
mation, 130 Hayes Street, San Francisco 2, HEmlock 
1-8771. 


VaLLteY Cuitpren’s Hospitayt Spring Clinics, April 11 
and 12. Roosevelt High School Auditorium, Fresno. 
Contact: Valley Children’s Hospital, Fresno. 


AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS, 
April 21 to 23, Los Angeles. Contact: John C. Ullery, 
M.D., secretary, 15 South Clark St., Chicago 3. 


CauirorniA Mepicat Association Annual Meeting, Am- 
bassador Hotel, Los Angeles, April 27 to 30. Contact: 
John Hunton, executive secretary, 450 Sutter St., San 
Francisco 8, or Ed Clancy, director, Public Relations, 
417 South Hill St., Los Angeles 13. 


MAY MEETINGS 


American Psycuiatric AssociaATION Annual Meeting, 
May 12 to 16, Civic Auditorium, San Francisco. Con- 
tact: Alfred Auerback, M.D., 450 Sutter St., San Fran- 


cisco. 


HawauiAn DivistonaAL MEETING, AMERICAN PSYCHIATRIC 
AssociaTIoNn, May 17 to 22, Hawaiian Village, Honolulu. 
Contact: Alfred Auerback, M.D., 450 Sutter St., San 


Francisco. 


WEsTERN BRANCH, AMERICAN Pusitic HEALTH AsSOCIA- 
TION Annual Meeting with Canadian Public Health As- 
sociation, May 18 to 23, Vancouver, B. C. Contact: 
Mrs. L. Amy Darter, secretary-treasurer, 2151 Berkeley 
Way, Berkeley 4. 


AMERICAN LARYNGOLOGICAL AssocIATION, May 19 to 20, 
San Francisco. Contact: James H. Maxwell, M.D., sec- 
retary, University Hospital, Ann Arbor, Michigan. 


AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, May 
21 to 23, San Francisco. Contact: F. Johnson Putney, 
M.D., secretary, 1719 Rittenhouse Square, Philadelphia, 
Pa. 


CauirorniaA Heart Association Annual Meeting, Scien- 
tific Session and Directors Meeting, Hacienda Motel, 
Fresno, May 23 to 25. Contact: J. Keith Thwaites, ex- 
ecutive director, 1428 Bush St., San Francisco. 


SUMMER AND FALL MEETINGS 


American Co.iece oF Cuest Puysicians 24th Annual 
Meeting, June 18 to 22, San Francisco. Contact: Mr. 
Murray Kornfeld, executive director, 112 East Chestnut 
St., Chicago 11, III. 


AmerIcAN Mepicat Association Annual Meeting, June 
23 to 27, San Francisco. Contact: American Medical 
Association, 535 North Dearborn St., Chicago 10. 


American Proctotocic Society, June 29 to July 3, Los 
Angeles. Contact: Norman D. Nigro, M.D., secretary, 
10 Peterboro St., Detroit 1, Michigan. 


WasHincton State Mepicat Association Annual Con- 
vention, September 14 to 17, 1958, Spokane, Washing- 
ton. Contact: Ralph W. Neill, executive secretary, 1309 
Seventh Ave., Seattle, Wash. 


CairorniA Society OF INTERNAL MEpICINE Annual Meet- 
ing, October 17 to 19, Ahwahnee Hotel, Yosemite. Con- 
tact: Mrs. Mildred B. Coleman, executive secretary, or 
Dr. Clyde C. Greene, secretary-treasurer, 350 Post St., 
San Francisco 8. 


AmericAN Heart AssociaTIon Scientific Sessions and 
Meetings, October 24 to 27, Fairmont Hotel and Civic 
Auditorium, San Francisco. Contact: J. Keith Thwaites, 
executive director, California Heart Association, 1428 
Bush Street, San Francisco 9. 
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THE PHYSICIAN'S Cookshelf- 


PRACTICAL GYNECOLOGY—Second Edition—Walter 
J. Reich, M.D., F.A.C.S., F.1.C.S., and Mitchell J. Nechtow, 
M.D., F.A.C.S., F.1.C.S., J. B. Lippincott Company, Phila- 
delphia, 1957. 648 pages, 248 illustrations, 68 in color, $12.50. 


The fact that this book has appeared in a second edition 
would indicate a degree of popularity which scarcely seems 
warranted, It is aimed at the general practitioner and sup- 
posedly is to aid him in the office practice of gynecology. A 
statement in the section on acknowledgments at the be- 
ginning of the book implies that the text material was dic- 
tated to a wire recorder, and presumably much of it was 
transcribed for the printer without benefit of further edit- 
ing. The proofreading was done badly, too. The legends for 
several illustrations are misleading, and there are numerous 
inconsistencies within the text. 


This volume represents almost exclusively the personal 
opinions of the authors, and a good many of these seem to 
be at variance with modern gynecologic teaching and prac- 
tice. Scattered through the text are many italicized warn- 
ings to do this or that, or to avoid some dreadful error at 
all cost, so that one is left with the impression that gyne- 
cology is a pretty scary business. Your reviewer suspects, 
however, that most physicians will not be unduly alarmed 
by these exaggerations, and will continue to look for guid- 
ance in more thoughtful treatises. 


* * * 


GYNECOLOGIC SURGERY AND UROLOGY—Thomas 
L. Ball, M.D., Assistant Professor of Clinical Obstetrics 
and Gynecology, Cornell University Medical College. The 
Cc. V. Mosby Company, St. Louis, 1957. 547 pages, 161 full- 
page plates, $20.00. 


At first glance this large volume appears to be an atlas of 
surgical techniques, but in reality it is a combination of atlas 
and textbook. It deals with all contingencies in the female 
pelvis, or what the author calls the regional surgery concept, 
including lower tract urology and proctology, along with 
gynecology, and in addition certain facets of general surgery 
of the abdomen. In order to pursue the regional concept 
most fully the traditional chapter arrangement of gyne- 
cologic texts has been greatly modified. The anatomy of each 
region is described just ahead of the operative techniques 
applicable to that particular area. 

The text is divided into twelve major sections, starting 
out with minor surgery and office procedures and ending 
with obstetrical problems. In between, all of the standard 
items are dealt with to some extent, the major consideration 
having been given to tumors and cysts. The surgical pro- 
cedures are illustrated in 161 full-page pen and ink drawings 
by Daisy Stilwell. These are beautifully done, show sufficient 
detail without being cluttered, and are well labeled in large 
lettering. The steps of each operation are described in detail 
in numbered paragraphs printed in bold face type for easy 
reading, and the directions contain numerous references to 
the illustrative plates. 

A fair portion of the book is straight text material without 
reference to the drawings. Several items not customarily seen 
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in this type of book are included, such as a discussion of 
the sprained back, a section on the role of the obstetrician 
and gynecologist in civilian defense, hormonal factors in 
cancer, and experimental and virus studies in cancer. 

A short review cannot possibly do justice to this extensive 
reference work, In brief, it represents not only the opinions 
and practices of the author, but also to a large degree the 
standard accepted procedures in the Department of Ob- 
stetrics and Gynecology at the New York Hospital-Cornell 
Medical Center, which has been one of the major teaching 
centers for many decades. The volume is recommended to 
all who associate themselves in any way with surgical pro- 
cedures in the female pelvis. 

* * oe 

A TEXTBOOK OF HISTOLOGY—Seventh Edition— 
Alexander A. Maximow, Late Professor of Anatomy, Uni- 
versity of Chicago; and William Bloom, Professor of 
Anatomy, University of Chicago. W. B. Saunders Com- 


pany, Philadelphia, 1957. 628 pages, 1082 illustrations, 265 
in color on 631 figures, $11.00. 


There are, I suppose, not many physicians of the English 
speaking world who are not familiar with Maximow and 
Bloom’s Histology. It has rightly earned for itself a place 
as a standard textbook and in consequence, like the swal- 
lows of Capistrano, we have come to expect the return of 
a revised edition. Since its inception the cycle has been 
with utmost regularity a new edition every four years, but 
in welcoming the new seventh edition we note that it is a 
year late. This should be, and is, a portent. 

It is customary, if not very original, in reviewing a new 
edition of a well-known textbook, to state wherein it differs 
from previous editions, what new chapters or illustrations 
have been added, what new format has been adopted, who 
are new contributors and whether the new edition con- 
tinues to maintain the position of the old. Although there 
are many changes in the new edition, let it be sufficient to 
say that everywhere there is evidence of careful editorial 
revision, the introduction of new matter and the deletion of 
old, and the work certainly maintains and even enhances 
its former position. But what is more important is that this 
edition shows most clearly the transition to a new era. 

New techniques have increased our analytical powers in 
the examination of tissues enormously. The electron micro- 
scope is revolutionizing the subject to an equal if not greater 
degree than the compound achromatic microscope revolu- 
tionized the position established with the simple lenses of 
van Leeuwenhoek. To this must be added the histochemical 
techniques made possible by radioactive and other mate- 
rials, x-ray microscopy and diffraction methods. The mor- 
phological, biophysical and biochemical are beginning to 
unite to provide new insight into the relationship between 
structure and function. Everywhere in this new edition the 
change is apparent, The assimilation of the new is not yet 
complete, but in reviewing this new edition we are most 
conscious of the transition to a new era in histological 


studies. J. B. peC. M. Saunpers, M.D. 
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PRACTICAL DIAGNOSIS AND TREATMENT OF 
LIVER DISEASE—Carroll Moton Leevy, M.D., Director of 
Clinical Investigation, Director of the Outpatient Depart- 
ment Jersey City Medical Center. Paul B. Hoeber, Inc., 
Medical Book Department of Harper & Brothers, 49 East 
33rd St., New York 16, N. Y. 1957. 335 pages, $8.50. 


This book is a monograph embodying Leevy’s experiences 
with liver disease. It reports the observations and conclu- 
sions of a coordinated hospital and outpatient study for 
long-term evaluation of patients with liver disease at the 
Jersey City Medical Center. The author describes what he 
calls a composite approach to liver disease based on the 
determination of etiology, clinical status, biochemical func- 
tion and histopathology. The book shows a deep interest 
in the broader aspects of hepatic physiology and in the 
pathogenesis of liver disease. The therapy is as up-to-date 
as the author’s experience. 


There are four basic causes of liver injury, each of which 
produces similar clinical, biochemical, and morphologic 
changes in the end stages. Nutritional deficiency and meta- 
bolic disturbances, noxious factors, biliary obstruction and 
infection, and circulatory congestion or anoxia may all 
eventually lead to death of parenchymal cells, inflammation, 
increased fibroblastic activity, liver cell regeneration, and 
bile duct proliferation. The degree of injury and host re- 
sistance are the major determinants of the ultimate patho- 
logic changes. The major contributing cause of liver disease 
in Leevy’s series of 1,000 patients was nutritional deficiency 
and metabolic error (680 cases). Infections and toxic agents 
were the cause in 100, circulatory impairment in 120 and 
malignancy in 70 cases. 


Much of the text and many of the illustrations and ex- 
tracts in this book are from the author’s own work rather 
than from other significant work in the literature. While 
there are other books which furnish more complete refer- 
ences and detail to the physician or investigator, this is a 
sound one and makes good reading for the student or prac- 
titioner who wishes to survey the field of liver disease. It 
can be useful also to other workers who wish to investigate 
the details of a coordinated patient study. 


Epcar Waysurn, M.D. 


HEMORRHAGIC DISEASES—Armand J. Quick, Ph.D., 
M.D., Professor of Biochemistry, Marquette University 
School of Medicine. Lea & Febiger, Philadelphia, 1957. 
451 pages, $9.50. 


This is a work by one of the world’s most experienced 
students of the hemorrhagic diseases, and strikes a very 
acceptable balance between the clinical aspects and the 
laboratory aspects of these disorders. The experts in this 
field are an expressive lot and many authorities have con- 
tributed such a volume as this in recent years. They are all 
by and large excellent, but each bears the stigma peculiar 
to this field; namely, each authority holds concepts and uses 
terms that are indigenous to his own laberatory. Perhaps this 
is less a recrimination against the workers in a particular 
field than against the abstruse nature of the field itself. 
At any rate, Dr. Quick is no exception to this observation, 
and uses terms that almost no one else uses. For example, 
such terms as “prothrombinogen,” and “thromboplastinogen” 
(in the sense of a single entity), are cases in point. There 
are alternative concepts to the necessity of proposing a 
prothrombin precursor which received rather scant attention 
in the text. Another disturbing feature is the expression of 
achieving a certain hemostatic effect in hemophilia with 
so many cc. of plasma. One of the chief concerns at the 
present time in the treatment of hemophilia is, of course, 
the great variation in antihemophilic globulin content of 
plasma the hemophilic is likely to receive, It has become 


apparent that antihemophilic globulin is preserved rather 
poorly even in the frozen state. Hence, alluding to the proper 
treatment of hemophilia in terms of cc. of plasma rather 
than in terms of effective antihemophilic globulin content 
is unsatisfactory. 


Despite some exceptions this reviewer has taken to certain 
expressions and prejudices in this book, it is well organized 
and written, and well balanced for the purposes of student, 
practitioner, and laboratory worker alike. 


Wituiam P. Crecer, M.D. 


* * * 


EPILEPSY—Grand Mal, Petit Mal, Convulsions—Letitia 
Fairfield, C.B.E., M.D., D.P.H. Philosophical Library, Inc., 
a East 40th Street, New York 16, N. Y., 1957. 159 pages, 

4.75. 


This small volume was written by an English physician 
who has obviously had a great deal of experience in caring 
for patients with epilepsy. It. presents in simple terms al- 
most all of the factual information we have in regard to 
this symptom and deals clearly and accurately with meas- 
ures known to be of use in its treatment. Equally, the 
sociological aspects of epilepsy are considered in a matter- 
of-fact and nonemotional manner. Her introductory sentence 
to her chapter on treatment “There is nothing anyone can 
do for the epileptic so valuable as ridding him of his fits” 
is characteristic of the author’s good sense throughout the 
book. One might be inclined to take exception to her con- 
clusion that the epileptic on the highway is a very small 
factor in traffic accidents, but one would agree that the 
factor was small in relation to the hazards from drunken 
drivers. 


This book can be read with profit by every physician who 
has an epileptic patient. Equally, it can be recommended 
to the more intelligent epileptic patient and the parents of 
patients with epilepsy. Gauged to the British scene, the 
amount of its insular content is not so great as to reduce its 


value to American physicians. 
Henry W. Newman, M.D. 


* * * 


MODERN THERAPY IN NEUROLOGY—Edited by 
Francis M. Forster, M.D., Dean and Professor of Neurol- 
ogy, Georgetown University School of Medicine, The C. V. 
Mosby Company, St. Louis, 1957. 792 pages, $12.00. 


That a book of almost 800 pages should be written on 
treatment in neurology should be ample refutation of the 
claim of many practitioners of medicine that neurology is 
purely a diagnostic specialty having no treatment potential. 
The book consists of 18 chapters by as many authors. These 
are all recognized authorities in their field. As in any such 
book with a large number of authors there is a certain 
amount of lack of uniformity in the presentation. This is 
unavoidable and is probably compensated for by the greater 
detail which can be provided by authorities in the various 
fields. The editor has asked his contributors to avoid mate- 
rial other than therapeutic, but where such material is in- 
evitable to present effectively the method of treatment it is 
set in smaller type. The amount of bibliography varies with 
the different chapters, but in general is quite adequate. 


It is a little hard to see just what class of physician this 
book would be most useful to. The degree of detail is such 
as possibly to be oppressive to the internist or general prac- 
titioner dealing with an uncomplicated neurological condi- 
tion, while the neurologist might be expected to be familiar 
already with the material presented, if qualified to practice 
in his specialty. Certainly it is not a book to be read 
through systematically, but rather may find a place as a 
reference work in neurological treatment. 


Henry W. Newman, M.D. 
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A TEXTBOOK OF X-RAY DIAGNOSIS—By British 
Authors—Third Edition—Vol. 1—Head and Neck—Edited 
by S. Cochrane Shanks, M.D., F.R.C.P., F.F.B., Director, 
X-Ray Diagnostic Department, University College Hospi- 
cal, London; and Peter Kerley, C.V.O., C.B.E., M.D., 
*.R.C.P., F.F.R., D.M.R.E., Director, X-Ray Department, 
Westminster Hospital; Radiologist, Royal Chest Hospi- 
al, London. W. B. Saunders Company, Philadelphia, 1957. 
21 pages, 521 illustrations, $18.00. 


The third edition of this valuable four-volume textbook 
if x-ray diagnosis is now in process of completion. The 
sresent volume, Volume I, contains no changes in section 
vr chapter headings since the second edition published in 
951. However, there are five new contributors, almost 100 
dditional illustrations, and approximately 100 additional 
ages. 

As previously, the sections deal with the central nervous 
ystem, the teeth and jaws, the eye, the accessory nasal 
inuses, and the ear and temporal bone. 

The major changes since the second edition are in the 
chapters dealing with ventriculography, encephalography, 
and cerebral angiography. 

Positive contrast media are illustrated for use in ven- 
triculography of the third and fourth ventricles and the 
aqueduct. The authors prefer Myodil for this region. 

To secure more complete air filling of the ventricular and 
subarachnoid spaces with encephalography, the authors 
have apparently modified their former technique in accord- 
ance with the recommendations of Lindgren. 

The chapter on cerebral angiography is considerably im- 
proved, especially in the section dealing with vertebral 
arteriography. 

The work will continue to be of use to radiologists, neu- 
rologists, and the many other specialty groups interested in 
diseases of the head and neck. The edition carries this very 
appropriate prologue quoted from Macbeth: 


“_.. the times have been, 
That, when the brains were out, the man would die, 
And there an end; but now they rise again.” 
L. H. Garvanp, M.B. 


* * * 


THE PHYSIOLOGY OF INDUCED HYPOTHERMIA. 
Proceedings of a Symposium, October 28-29, 1955. Robert 
D. Dripps, Chairman and Editor. Washington, D. C. Na- 
tional Academy of Sciences, National Research Council, 
1956. 447 pages. 


A much wider field is covered by this book than its title 
would lead one to expect. It begins with a series of papers 
covering the general metabolic effects of hypothermia and 
continues with its effects on specific areas such as cardio- 
vascular, endocrine, hematologic, renal, hepatic, and nervous 
systems. Special sections are devoted to myocardial irri- 
tability and the clinical applications of hypothermia to neu- 
rosurgery, shock, myocardial infarction and cardiac surgery. 
Finally, the advantages and disadvantages of the various 
techniques of inducing hypothermia are carefully laid out. 
It can be seen, therefore, that this book covers the whole 
field of hypothermia and it has particular value in that at 
the end of each section of articles there is a summing up of 
the previous papers, in which inconsistencies are discussed 
and assessed. This is of special value to the general reader, 
who might otherwise be carried away by the enthusiasm 
for one theory or technique, Perhaps the most useful part 
of the book for the general reader is the series of articles on 
the effects of hypothermia on the specific systems. These 
have been exhaustively covered with wide reviews of the 
previous literature. The conclusions of some of the dis- 
cussants can be called to question, particularly the enthu- 
siasm for combined hypothermia and extracorporeal circu- 
lation, which would seem to incorporate the worst of both 
worlds. 
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MESENCHYMAL DISEASES IN CHILDHOOD—22nd 
Ross Pediatric Research Conference, Ross Laboratories, 
Columbus 16, Ohio, 1957. 103 pages. 


This is the twenty-second of a series of conferences sub- 
sidized (but not commercialized) by the Ross Laboratories, 
each devoted to a single broad topic of current interest and 
in most instances constituting an authoritative monograph. 
They have been of notably uniform excellence, which is 
perhaps not surprising when the expertness of the con- 
tributors is taken into account, all of whom speak from 
firsthand knowledge. 

To the present volume, consisting of 104 pages, there are 
some 39 contributors, under the chairmanship of Vincent C. 
Kelley of the University of Utah College of Medicine. The 
term “mesenchymal” was correctly preferred to the more 
commonly used “collagen” to designate a group of dis- 
eases affecting the mesoblastic tissues in general rather 
than a single constituent of them. Among these are rheu- 
matoid arthritis, systemic lupus erythematosus, dermato- 
myositis, nephrosis and nephritis, anaphylactoid purpura, 
and rheumatic fever. All discussions emphasize the newer 
discoveries, some still in progress; for example, the L forms 
of bacteria and their possible relation to rheumatoid ar- 
thritis, microscopy of the kidney in nephritis, nephrosis and 
lupus erythematosus which has clarified so remarkably the 
basic renal pathology of these diseases. General considera- 
tions—biochemical, hormonal, infectious, enzymatic, meta- 
bolic, psychosomatic—are dealt with concisely and effec- 
tively. A final presentation of the serious complications of 
steroid therapy is pertinent. 

This monograph will be of interest and value not only 
to pediatricians but also internists, general practitioners 
and others desiring to bring their information up to date 
on an important group of diseases. 

J * * 

BENJAMIN WATERHOUSE AND THE INTRODUC.- 

TION OF VACCINATION: A Reappraisal—John B. Blake, 


University of Pennsylvania Press, Philadelphia, 1957, 95 
pp., $4.00. 


John Blake, assistant historian of the Rockefeller Insti- 
tute, notes that although Waterhouse has generally been 
given great credit and honor for the introduction of vac- 
cination in the United States, he was not so highly regarded 
at home, in his own day. His reputation was built up 
mainly in later years by authors whose principal sources 
were Waterhouse’s own words. 

Blake examines additional source materials, both corre- 
spondence and newspaper files. While giving full credit 
for Waterhouse’s contributions to the dissemination of 
vaccinia, he shows him as an egotist who not only sought 
to inflate his own reputation at the expense of others, but 
also attempted to establish a monopoly in vaccination for 
his personal profit. 

While one has the feeling that in his effort to set the 
balance straight, Blake may have painted Waterhouse in 
tones too black, he certainly makes it clear that the picture 
of an inspired pioneer struggling for mankind against a 
reactionary and venal medical profession is not wholly true. 
Our understanding of progress in medicine and public 
health is enhanced by this book. 

Whether or not the reader is interested in the meanings 
of history for the guidance of today’s decisions, he will 
enjoy this well written, handsomely printed story of a 
heated controversy, and the portrayal of professional life at 
the beginning of the nineteenth century. He also may find 
some consolation for his distress about the handling of 
recently introduced immunizing agents, observing that in 
the present day, we are at least not worse than our fore- 
bears of 1800. 

Ropney R. Bearp, M.D. 
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CLINICAL TOXICOLOGY—The Clinical Diagnosis and 
Treatment of Poisoning—S. Locket, M.B., B.S., M.R.C.P. 
(London), Senior Physician, Oldchurch Hospital, Rom- 
ford, Essex. The C. V. Mosby Company, St. Louis, 1957. 
772 pages, $20.00. 


It is unfortunate that the author of such a fine work ex- 
hibits a lack of understanding of sources of information in 
other books, or the presence of other books written by 
clinicians of experience, when he writes in the preface, “My 
reasons for writing this book are relatively simple. A mod- 
ern book covering this section of clinical practice was a 
necessity. Since such a book did not in fact exist it became 
necessary to write one, There are practically no books on 
clinical toxicology written by physicians in active clinical 
practice. Sections on toxicology in various textbooks or 
tomes on toxicology by laboratory workers, biochemists, 
pharmacologists, public health officers, pathologists and 
forensic pathologists are frequent. .. . The majority of these 
writers have never treated a sick patient and certainly not 
in the past few decades, yet most of them advise on treat- 
ment. Many of these writers do not even possess a medical 
qualification, yet all advise on the best treatment for poi- 
soning. 

“Unfortunately, the treatment of a patient in practice 
(like all other skilled technical procedures) is far different 
and far more difficult than a few casual words written in a 
book or journal. The correct treatment of the sick requires 
considerable clinical experience over and in addition to 
book knowledge, and the most effective treatment for any 
condition can only be decided by a clinician who has expe- 
rienced the disappointments and successes that clinical prac- 
tice can produce.” 


The true justifications for this book are (1) the author’s 
extensive experience and knowledge, (2) the paucity of 
such books by British authors, (3) the willingness of the 
author to write a more extensive treatise than most other 
books on the subject of clinical toxicology. The book is 
written with the bias of the clinician responsible for the 
diagnosis and care of the patient. The author exhibits not 
only the qualities of a careful clinical observer, but a fa- 
miliarity with an extensive literature on poisoning. 


The plan of the book indicates that it is intended for the 
practitioner rather than for the student. For example, Part I 
is a seven-chapter discussion of treatment in relation to the 
presenting symptoms and pathology. A book for students 
should first discuss individual poisons or groups of similar 
poisons, from all aspects, before outlining the principles, for 
principles cannot be understood without a knowledge of 
factual data upon which principles are founded. Part II is 
entitled “Symptoms and Treatment Described for Individual 
Poisonous Agents” and consists of seventeen chapters in 
which drugs and poisons are grouped in part according to 
pharmacological effect and in part according to physical or 
chemical properties (chapter VIII, Toxic Gases; chapter 
XXI, Arsenic, Antimony, Bismuth, Phosphorus, Lead). Veg- 
etable and Plant Poisons are grouped into three chapters 
(chapters XV, XVI, XVIII) without regard to action. In 
the first of these chapters are collected vegetable-derived 
drugs of known composition, many of which are used as 
drugs, such as atropine, scopolamine, physostigmine, pro- 
toveratrine, ergotamine and tubocurarine, but which are not 
a homogeneous pharmacological group. Also included in 
this chapter are many synthetically produced drugs related 
chemically or pharmacologically to the naturally occurring 
drugs; e.g., methantheline, carbachol, neostigmine, lysergic 
acid diethylamine and decamethonium, There are also de- 
scribed plant-derived poisons of known chemical composi- 
tion not used as drugs, and some of their synthetic ana- 
logues which are therapeutic agents; e.g., nicotine and hex- 
amethonium. The second of these three chapters includes 
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poisons, which cause gastrointestinal disturbance, such as 
the laxatives aloe, castor oil, colchicine, and ipecac. A dis- 
cussion of digitalis and other cardiotonics, cyanogens and 
milk sickness make up most of the third chapter. Chapter 
XVIII is devoted to animal poisons having a variety of ac- 
tions such as venoms of snakes, black widow spider and 
jellyfish. There is no discussion of the stingray which causes 
so many injuries in Pacific waters. 

Part III contains two chapters on identification of poi- 
sons. In the first chapter is a thoroughgoing description of 
qualitative and quantitative methods for alcohol, barbitu- 
rates, salicylates, and lead. Identification of mercury and 
the determination of serum cholinesterase are inadequately 
described. The second chapter is one rarely found in a text- 
book on toxicology, namely “Identification and Botanical 
Characteristics of Some Poisonous Plants.” This chapter is 
especially helpful for those cases who have ingested poison- 
ous plants whose active principles cannot be readily recog- 
nized. One looks in vain for methods of identification of 
strychnine, morphine, nicotine, phenol, arsenic, chloral hy- 
drate and many other common poisons. 

This is a useful book, and in sections a superior book 
but its classification, scientific approach and chemical dis- 
cussions leave much to be desired. 


Cunton H. Turenes, M.D. 

* x * 
A WOMAN DOCTOR LOOKS AT LOVE AND LIFE— 
Marion: Hilliard, M.D. Doubleday and Company, Inc., 575 


Madison Avenue, New York 22, N. Y., 1957. 190 pages, 
$2.95. 


This very readable book started as a series of magazine 
articles. These consisted of subjects which this author found 
worried her women patients and caused them to seek medi- 
cal advice. From adolescence on through old age, the many 
problems of living are discussed philosophically and with 
great insight. For example—her bit of advice to adolescents: 
“The most vital piece of wisdom that I can tell you about 
is the inevitability of life. Each act is followed without fail 
by a consequence. True responsibility can only come from 
your own inner discipline.” Or, to husbands: “Some hus- 
bands give nothing to a marriage but bread, which sustains 
life, but not joy.” Or fatigue: “Some fatigue is caused by 
too much to do and some by too little; some is a by-product 
of glandular change and some is the result of monotony or 
pure selfishness.” And on “Old Age”: “Age worn with dig- 
nity and charm is a delight.” 

The twenty-five years which Dr. Hilliard spent in practice 
and as chief of obstetrics and gynecology with a Women’s 
College in Toronto, Canada, together with her understand- 
ing of living with all its problems gives us a book, which is 
profitable reading for all ages and both sexes, 


* * * 


REGULATION AND MODE OF ACTION OF THYROID 
HORMONES—Ciba Foundation Colloquia on Endocrinol- 
ogy—Volume 10—G. E. W. Wolstenholme, O.B.E., M.A., 
M.B., B.Ch., and Elaine C. P. Millar, A.H.-W.C., A.R.I.C., 
Editors for the Ciba Foundation, Little, Brown and Com- 
pany, Boston, 1957. 311 pages, 114 illustrations, $8.50. 


In June, 1956 under the sponsorship of the Ciba Founda- 
tion, an international group of 32 physiologists, anatomists, 
biochemists, enzymologists and endocrinologists gathered 
for a three-day discussion of the present concepts of the 
regulation and mode of action of thyroid hormones, The 18 
papers presented, as well as the text of the discussions, 
comprise the contents of the book. 

The papers varied from preliminary reports of work in 
progress to comprehensive dissertations. The papers on Hy- 
pothalamus-Pituitary-Thyroid relationships, by Drs. G. W. 
Harris and J. W. Woods, from Maudsley Hospital, London, 
and by Dr. M. A. Greer from the Veterans Administration 
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Hospital, Long Beach, California, were particularly lucid, 
and presented clearly the basis for the present concept of 
the hypothalamic control of anterior pituitary function. 


Several papers dealt with the metabolism of thyroid hor- 
mone by peripheral tissues. The report by Dr. O. Thibault, 
from the University of Paris, was an excellent presentation 
of both original work and the work of others indicating that 
eripheral tissues can convert the thyroid hormones, thyrox- 
ne (T4), and tri-iodothyronine (T3) into their acetic acid 
derivatives, tetraiodothyroacetic acid (TETRAC) and tri- 
‘odothyroacetic acid (TRIAC) which may be the active 
iorms of the hormones at the cellular level. Clinical studies 
with TRIAC presented by Dr. W. R. Trotter from University 
College Hospital Medical School, London, suggest that 
orally administered TRIAC may have a more immediate 
effect on lowering blood cholesterol than it does on raising 
the BMR. This property, if substantiated, may have consid- 
erable clinical application in problems of hypercholesterol- 
emia. 


The discussions following each paper were, on the whole, 
disappointing. One had the feeling that these were care- 
fully edited so that all controversy was eliminated, A few of 
the discussors contributed valuable additional data and 
critical comment, but for the most part, the discussions were 
rather sterile. 7 


In general this is a “progress report” of work on thyroid 
physiology now in progress. From this symposium one can 
gain a glimpse of the nature and direction of present re- 
search on the control and function of the thyroid gland. 


Francis S, GREENSPAN, M.D. 
1K ok ok 


THERAPEUTIC EXERCISE—For Body Alignment and 
Function—Marian Williams, Ph.D., Assistant Professor of 
Physical Therapy, School of Medicine, Stanford University, 
and Catherine Worthington, Ph.D., Director of Profes- 
sional Education, The National Foundation for Infantile 
Paralysis, Inc., W. B. Saunders Company, Philadelphia, 
1957. 127 pages, $3.50. 


This is a manual developed by the authors for use by 
physical therapy students. Three major topics are covered: 
an analysis of body alignment, the rationale and description 
of exercises for various areas of the body, and a diagram- 
matic anatomical review of the major muscles of the body 
and their kinesiology. 


It is well illustrated by line drawings showing pictorially 
the accompanying subject matter so that physicians and 
others unaccustomed to reading exercise instructions can 
easily follow the text. A rather thorough description is given 
of the various maneuvers by which the patient can mobilize 
the various segments of his body and strengthen muscles by 
calisthenics designed to use gravity as a resistance mechan- 
ism, Such exercises are usually taught as a home program 
to patients. 


This book is useful mainly for physical therapists and 
students in corrective physical education though it warrants 
a perusal by orthopedists, physiatrists, and other physicians 
handling cases with musculoskeletal problems. 


* * * 


MAY’S MANUAL OF THE DISEASES OF THE EYE— 
For Students and General Practitioners—Twenty-second 
Edition—Revised and Edited by Charles A. Perera, M.D., 
Associate Clinical. Professor; College of Physicians and 
Surgeons, Columbia University. The Williams and Wilkins 
Company, Baltimore, 1957. 518 pages, $6.00. 


This book has long been the eye Bible of the beginner in 
ophthalmology, but especially of the medical student and 
the general practitioner. 

In the present revision, some of the obsolete material has 
been deleted, and it now includes the presently accepted 
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concepts of eye diseases. It also describes the place of the 
corticosteroids in ophthalmology and contains an evalua- 
tion of the antibiotics. The picture of retrolental fibroplasia 
and allied conditions are discussed in light of our recent 


knowledge. 


It is particularly noteworthy that Dr. Perera, in keeping 
the book up-to-date with the various editions, has not de- 
stroyed the interesting, practical and attractive original 
format. 


The printing, illustrations and paper are excellent. 


The book, which has gone through 22 American editions, 
has been translated into nine languages and is still the most 
important reference on ophthalmology of the medical stu- 
dent and general practitioner. 

Freperick C. Corpses, M.D. 


* * * 


ABSTRACTS OF SOVIET MEDICINE—Part A—Basic 
Medical Sciences, Vol. 1, 1957, No. 1. Part B—Clinical 
Medicine, Vol. 1, 1957, No. 1. Excerpta Medica Foundation, 
New York Academy of Medicine Building, 2 East 103 
Street, New York 29, N. Y. Part A, $15.00; Part B, $15.00; 
Combined subscription, Part A and B, $25.00. 


A grant of the National Institutes of Health, U. S. De- 
partment of Health, Education and Welfare to the Ex- 
cerpta Medica Foundation has made possible the publica- 
tion of Abstracts of Soviet Medicine in two parts: Basic 
Medical Sciences and Clinical Medicine, of which Volume 
I, No. 1 of each part have been published. Thus a large 
body of medical and scientific literature will be brought to 
the attention of those who read English but not Russian. 
The format is identical with that of the other divisions of 
Excerpta Medica. The material is drawn from the Medicin- 
skij Referativnij Zhurnal (Soviet Medical Abstracting Jour- 
nal) and from abstracts prepared under the supervision of 
a group chosen from the USSR Academy of Medical Sci- 
ences, Moscow. The titles of all articles abstracted are trans- 
lated into English and the abstracts are in English. The 
whole material is translated, edited, supervised and indexed 
by Excerpta Medica’s editorial board in Amsterdam, the 
Netherlands. The Foreword to the first number of each part 
states that “the primary object of this far-reaching project 
is to assist in the creation of the final essential link in the 
interchange of medical information on a truly global basis.” 


Curnton H. Turenes, M.D. 
& « « 


THE ELECTROCARDIOGRAM—Its Interpretation and 
Clinical Application—Second Edition, Revised—Louis H. 
Sigler, M.D., F.A.C.P., F.C.C.P., F.A.C.C., Attending Car- 
diologist and Chief of Cardia Clinics, Coney Island Hos- 
pital, etc., Grune & Stratton, New York, 1957. 312 pages, 
$8.75. 


This book is an elementary account of electrocardiography 
which discusses in a reasonably competent manner most of 
the patterns necessary for interpretation. This new second 
edition has very little up-to-date material, and most of the 
bibliographies at the end of each chapter have references 
prior to 1945. The chapter on ventricular hypertrophy is an 
exception. 


There is an inadequate discussion on electrocardiographic 
changes due to imbalance. The section on congenital heart 
disease is extremely meager with no bibliography despite 
the fact that it is in this area that many advances have been 
made. 


The section on premature contractions is quite good. 

In general, the reviewer finds little evidence that new 
material is included in the second edition. In view of the 
excellent, up-to-date books on electrocardiography now avail- 
able, the reviewer sees no outstanding distinguishing fea- 
tures of this book. 
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THE IMPORTANCE OF OVERWEIGHT—Hilde Bruch, 
M.D. W. W. Norton & Company, Inc., New York, 1957. 
438 pages, $5.95. 


OBESITY—Its Cause, Classification, and Care—E. Philip 
Gelvin, M.D., Associate in Medicine, and Thomas H. Mc- 
Gavack, M.D., Professor of Clinical Medicine, both New 
York Medical College, Flower and Fifth Avenue Hospital, 
New York. Hoeber-Harper Book, Paul B. Hoeber, Inc., 49 
East 33rd St., New York 16, N. Y., 1957. 146 pages, $3.50. 


The “philosophy of complementarity” is a concept which 
has come from modern physics. As developed by Niels Bohr 
and explained by Max Born in a recent Bulletin of the 
Atomic Scientists (13:186-194, June, 1957), it acknowledges 
that “There are many domains of human thought where one 
and the same fact can be seen from different, but comple- 
mentary aspects. For instance, in biology, physicochemical 
methods are used for the investigation of living organisms, 
but no biologist would refrain from describing the processes 
of life in an entirely different language, which operates with 
concepts such as purpose, order, development, etc. Both 
ways of expression may be used side by side as long as one 
is aware of the limits of their validity.” Such complemen- 
tary descriptions “provide a true image of the world only 
when they are combined.” 

With the two new books on the subject of “Overweight” 
and “Obesity” which are the subjects of this review, we 
have been presented with a nice example of this phenome- 
non within the field of clinical medicine. It is hard to 
imagine two authoritative books agreeing essentially on the 
area and known facts of the same subject, which could 
differ more in the general feel of the message they convey 
in regard to it. Even within themselves, each book makes a 
many faceted approach to the problem at hand. But the 
intent and the emphases differ. 

Dr. Bruch’s book is an intriguing and personal review of 
the development of twentieth century thought with regard 
to obesity. Its opening and closing chapters deal with the 
formulation of a point of view which the substance of the 
volume elaborates and supports. Its unique value comes 
from two facts. First, the author, herself, has kept pace 
with and in large measure paced the changing ideas she 
describes. Second, the long time follow-ups, some for over 
twenty years, and the detailed case studies all document 
the complexity of the problems she propounds, 

Dr. Bruch’s interest in obesity dates from her coming to 
the United States from Europe in 1934, when she was 
“startled by the large number of fat children” she saw 
here. Starting with the careful physiologic studies which 
were among those that exploded the then current ideas 
about obesity as a deficiency disease, she demonstrated, to 
her own surprise, that most obese children were not “hypo” 
in any way, but rather were both tall and accelerated in 
their growth and maturation. “In the course of this study, 
largely because of the questions that were raised by the 
work itself, I changed my medical specialty from pediatrics 
to psychiatry and psychoanalysis.” 

As a psychiatrist, Dr. Bruch delineated the now familiar 
concepts of obesity as a neurotic symptom—a concept which 
has found an acceptance which is wider than it is profound. 
Meanwhile, Dr. Bruch has moved around the physiological- 
psychological circle into the area where she is again greatly 
curious about newer observations which suggest possible 
subtle “changes in the biological and metabolic reaction 
patterns of the obese.” “No such inherent differences have 
yet been demonstrated in obesity, but there is every reason 
to assume that they exist.” 

The book is a brilliant presentation of obesity “as an in- 
tegral part of growth and development . . . It is a symptom, 
not a disease; and it cannot and should not be removed 


until after the underlying disturbances are corrected.” It 
gives vivid support to the author’s admonition that “only 
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those overweight people who are emotionally well enough 
to carry it through should undertake a reducing regime.” 

Drs. Gelvin and McGavack are no less aware of the com- 
plexity of their subject than is Dr. Bruch. Their systematic 
review of the available clinical, physiologic and psychologic 
data concerning the etiology of obesity comes to the con- 
clusion that no genetic metabolic or endocrine factors have 
yet been shown to be responsible for the energy imbalance 
which is the immediate cause of obesity, But they also sug- 
gest the possibility that a combination of still undiscovered 
physical factors may yet be demonstrated as contributing to 
the ultimate cause. 

Having finished with these theoretical considerations and 
acknowledged the difficulties of neurotic and noncoopera- 
tive patients, the authors turn resolutely to the practical 
management of obesity in patients who will cooperate. Con- 
siderations in this area are thorough and practical. On the 
basis of their private and clinic practice, the physicians dis- 
cuss the psychological factors of the patient, the role of the 
doctor and the recommended details for his behavior. Then 
they discuss in successive chapters, the possibilities of in- 
creasing energy output, the various kinds of diet, and the 
uses of anorexigenic agents, endocrine preparations, miscel- 
laneous medications, physiotherapy and operation. In each of 
these chapters their recommendations fit with tested medical 
opinion. The authors see the period of weight reduction as 
an educational, as well as a therapeutic experience. They 
are in favor of the adequate, balanced, low calorie diet as 
against any of the crash programs; in favor of specific and 
time limited use of appetite depressants, against many of 
the drugs and drug combinations now in use. They end 
with an account of the course and follow-up of patients. 
The data they present deal almost entirely with short term 
(up to 40 weeks) results of cooperative patients, although 
there is a good discussion of the importance of helping the 
patient to maintain his new weight status over time. 

Perhaps it is clear from the foregoing, that these two 
books not only differ from each other; in a sense they sup- 
plement each other. The strength of Dr. Bruch’s volume is 
in its depth, its breadth, its rich portrayal of the complexity 
of the problems involved and in its warning against a too 
aggressive approach to obesity. Any weakness lies in its 
practical recommendations which are confined to one brief 
chapter. These are actually somewhat overindulgent of 
asceticism and faddishness in dieting, in tacit deference to 
the neurotic aspects of the basic problem of overeating. 
They are also more nihilistic than most experience warrants 
with regard to simple programs and anorexigenic agents. 

By contrast, the weakness of the book is in its theoretical 
dissertation which is adequate but pedestrian, and in the 
unquestioning acceptance of the benefits of weight reduc- 
tion. Its strength is in its detailed presentation of a pro- 
gram which is “safe, effective, and consistent with principles 
of good nutrition, yet simple for the physician to prescribe 
and convenient for the patient to observe.” 

Probably some of these contrasts depend on the circum- 
stance pointed out by Dr. Bruch: As a psychiatrist, she sees 
the cases with whom the common sense approach of the 
physician has failed. Fortunately, each book devotes most 
of its pages to its strongest phases. 

Anyone who is concerned with the treatment of obesity 
would do well to study both these timely volumes. Dr. 
Bruch’s book will greatly enlarge the physician’s under- 
standing of the patients who confront him, and will help 
him decide when not to disturb their overweight. In dealing 
with those he decides to treat, he can confidently turn to 
the small volume of Gelvin and McGavack for clear cut 
instructions on what to expect and how to proceed. Both 
books have excellent bibliographies. 


Leona M. Bayer, M.D. 
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